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Speaks the Chief Minister of Chhattisgarh... 


... It is heartening to note that the health department of Chhattisgarh has been able to plan for a 
massive expansion and strengthening of the public health system during the last three years. Many 


problems and gaps persist, but the important point to note is that the department is ready to look 
at its shortcomings and to adopt measures for correcting them. 


As | see it, a major emphasis on building effective community participation has become the key 
feature of the health department’s activities in the state during my government’s tenure. Whether 
it is Mitanin Programme, the Jeevandeep Scheme, the Mobile Clinics Operations or the Panchayat 
Level Planning — the key feature of most innovations is a greater role for the public in public health. 
During my numerous village visits in the last three years, | find that in village after village, Mitanins 
on their own initiative came forward to meet me and raise a number of health and development 
issues of their villages. Their skills are good and there is considerable public appreciation of their 
service. | wish to convey my great appreciation of the voluntary zeal and dedication with which 
the Mitanins are doing their service to the community. It is also been a commendable job done 

to train them and maintain their skills, and to sustain their high levels of motivation and spirit of 
community service. 


Sustaining this programme and responding in a timely manner to increasing public expectations from 
public health facilities is the major challenge that the department is addressing now. | am sure that 
the number of reform measures undertaken by the department and a few others being initiated 

will strengthen the public health systems in achieving this goal. Some of the recent achievements 
reported in initiating Emergency Obstetric Care services in some of the very difficult areas of the 
state shows that we are travelling in the right direction and gives us optimism and encouragement. 
But we will need to work very hard to overcome the tremendous gaps in infrastructure and 

human resources and management skills that we have inherited from the past. Our government 

is committed to raising the resources and providing the political will and leadership to pursue this 
path, till success is ours and ‘Health for All’ becomes a reality in this state. 


Dr Raman Singh 


Few words from Minister of Health, Chhattisgarh 


My department is committed to making affordable health services universally accessible in the state of 
Chhattisgarh. The new state inherited a situation where the number of health facilities sanctioned was 
far less than national norms, and the number of functional facilities was even less. 


Situtaion in human resources is the same are as there are a large number of vacant posts, and very 
few skilled professionals available to fill them, and even where they were filled, there are problems in 
keeping them functional. 


After over three years of sustained work, we have now ensured that the number of sanctioned public 
health facilities has reached the national norms for rural areas. Most of the old vacancies were filled 
up, but simultaneously we have increased the total number of posts so that today we meet national 
norms on this. We have expanded education in medical and allied subjects so as to generate the 
candidates available to fill these newly created posts. Despite these measures, there are problems of 
outreach and human resource that require alternative approaches. 


Wherever the outreach of services were found difficult, we worked out alternative approaches. The 
Mobile Medical Units is an example of how we addressed the problem of access to curative care 
services in difficult tribal blocks. The short term training programme for life saving specialist skills is 
an example of how we are trying to address problems of shortage of skilled manpower. 


As immediate measures, we have focussed on improved health education and better community 
mobilisation and participation in each and every programme run by this department. One of the main 
vehicles of health education has been the Mitanin programme. In terms of reaching health education 
and basic health care services to each and every family in every single hamlet, the government is 
grateful for the active role played by Mitanins. The Mitanin Programme has also been instrumental in 


assisting the Multi-Purpose Workers and the Anganwadi Workers to deliver their services effectively 
and to ensure better utilisation of public health facilities. 


The other major state initiative has been the Jeevan Deep Scheme, which is a forum for public 


Participation in government hospital management and a vehicle for improving the quality of 
services delivered. 


. other major focus of the department’s efforts is to promote decentralised health planning by gram 
“ig and block level Panchayats. The capacities of Panchayats are being built to assess their own 
€alth status as well as to plan for filling up the gaps in terms of achieving better health status. For this an 


indicator = Health & Human Development Index of Panchayats has been developed. The best two 
Panchayats in each block received s 


a pecial awards and the weak Panchayats are supported to do better as 


We hope to be able to intensj 


fe) ; 
for Chhattisgarh, fy our work further and ensure a bright and healthy future 


Amar Agrawal, Minister of Public Health & Family Welfare , Chhattisgarh 


A lot has been achieved. But still a long way to go... 


The publication of such a book had become a necessity for two reasons. The first reason is that there is considerable 
interest amongst public health administrators and public leaders to understand the Mitanin Programme and many other 
innovative initiatives that Chhattisgarh has undertaken. And the second reason is that though there is so much work that 


has happened here, few who are implementing the programmes are aware of the uniqueness of their initiatives and as a 
result there has been rather poor documentation of all the good work done so far. 


Though this book focuses on our innovations, like any other department, our main efforts have been on getting routine 
things done better. Thus, for example, we have got sanctions for 874 new sub-centres, 200 new primary health care 
centres, and 16 new CHCs. For every CHC a workforce of four specialists and three more medical officers, one of whom 
must have post graduate qualification, has been sanctioned — up from the earlier position of just four doctors. Every primary 
health centre has been sanctioned two medical officers and a nurse-midwife, and we hope to get three more staff nurses 
from the central budget. And we are considering all our sub-centres to be converted into two ANM sub-centres. Another 
major area of our efforts has been in getting much of the gap in infrastructure creation closed. The success of these 


innovations is that by drawing favourable attention and funds to the department it makes even our routine work easier and 
more productive. 


In this spirit, we also note, that though this book focuses on some organisations and programmes, there have been equally 
important contributions from many others in the department and outside it. The Mitanin Programme itself cannot succeed 
without active coordination of the ANMs and the anganwadi workers. In all our achievements all these three peripheral 


workers have equal share. Many of them are the initiations by our predecessors in the department, which we want to 
promptly acknowledge. 


Not only at the level of the village, but at every level, it has been a collective effort. We have received active support 

from many civil society partners, some of whom have shown us the way by their pilot programmes. At the state level the 
Directorates, the Programme Management Unit of the State Health Society and the State Institute of Health and Family 
Welfare and most importantly the state Health Resource Centre have worked together as a team to implement the entire 
programmes of the department. There are resourceful and dedicated individuals in each of these institutions, too many 


to name individually, who have contributed to these programmes and | take this opportunity to acknowledge all their 
contributions. 


Due to the success of many of these initiatives, Chhattisgarh has been able to achieve considerable achievements in terms 
of improvement of health indices. However we have started with such a negative handicap that we have yet to catch up 
with national averages in most areas. Indeed we have a long way to go, and we cannot afford to be complacent. However, 
earlier this state was on national focus in the health sector, only for its poor health status and its poor state of public health 
services. But today it has been recognised as a major site of new learnings and experiences on how to strengthen public 
health systems. This is of course a welcome shift, and one of our most noteworthy achievements. My sincere thanks to all 
those who have contributed to making this happen. 


| hope this document shall bring light into the details of what all have been tried and done here , inorder to setup up 
community based health systems in this state. 


Dr. Pramod Singh DR. S.K.Raju P.Ramesh Kumar 
Director Health Services Mission Director, NRHM, Secretary to State Government of Chhattisgarh 


Chhattisgarh State Health Mission Chhattisgarh Department of Health and Family Welfare 


From the SHRC desk... 


The creation of a new state creates new opportunities. At a time when nationally there was considerable Fe of contin 
on the ability of the public health system to deliver, the state of Chhattisgarh embarked on a programme fe) Tene aie 
the public health systems. This was partly a matter of choice. But it was also partly a matter of cincumapance, or 3 

has one of the weakest private sectors in the health — if we were to take only the formal qualified private sector into 


account. 


The programme to strengthen public health systems was based on considerable wide ranging cOnsyiEiuONs within 
government and with civil society. It was also based on the studies and on evidence in the form of appraisal of past and 
current programmes. It was also based on a perspective that community participation in the fullest sense was a neces 
condition of strengthening public health systems. The programme welcomed civil society participation and recognised 

the need for private sector participation but as forms of strengthening the public commitment to attaining universal 
comprehensive primary health care. 


The first six years of such health sector reform has been a very rewarding learning experience, not only for this state, but 
for the whole nation. The National Rural Health Mission with its commitment to increase public health expenditure and 


strengthen public health systems has in particular drawn upon many of the aspects of the Chhattisgarh experience that are 
described in this book. 


To those who have been in the thick of working to make these changes happen, the publication of this book is both a happy 
and a humbling moment, both a cause for pride and for humility. Happiness and pride at having been able to travel so far 
down the road we set ourselves, despite the numerous obstacles that we, so unexpectedly, found on the path. But humbled 
by the immensity of what remains to be done and the problems that remain to be overcome. In a sense, all the initiatives 
described in this book are not completed projects, but programmes that are only now starting up. It is like the weary 


traveller who reaches the summit to find that he has not reached the pass to descend on the other side, but only entered a 
range of mountains, that we view these achievements. 


With all its limitations and frustrations, it has been, and it continues to be, a task worth doing. For many activists merely 


making a point is not what activism is about — it is about making a difference. And | can say this on behalf of all the staff 
of SHRC and on behalf of our many friends in government and in civil society, 


who have travelled down this road 
together — we are happy and proud to have been part of this endeavour. 


SHRC Team 
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|. Meeting Challenges Head On 


Chhattisgarh, one of the three recently 
formed states in India, came into being 
on November |, 2000. Carved out 

of Madhya Pradesh, itself one of the 
weakest states in terms of social and 
economic development, the area that 
constituted Chhattisgarh has some of 
the greatest social and developmental 
challenges to face. Chhattisgarh is 
however one of the richest states in 
terms of natural resources. 


One of the areas where the newly 
formed state lagged behind national 
averages, and even behind almost 

all other Hindi speaking states, was 

in public health. At the time of its 
creation, the infant mortality rate of 
the state, for example was 79 per 1000 
and rural infant mortality rate was 

95 per 1000, which was the second 
worst in the nation. In comparison, the 
all India IMR was 68 per 1000 and the 
rural IMR was 74 per 1000. 


The government was committed to the 
understanding that everyone, including 
the poor and the marginalised, had a 
right to health and health care. It was 
also aware that the onus of ensuring 
that this right is realised, lay on the state 
as well as on society. However, there 
were many challenges to be met in 
order to achieve the goal of improved 
public health care. 


There was a poor performance in 

all the social determinants of health. 
Malnutrition was high, and access to 
safe drinking water and use of sanitary 
toilets were low. In comparison to 
other determinants, literacy had 


improved rapidly in the nineties. But 
still the literacy rate stood at 64.7%, 
out of which female literacy was as 
low as 51.9 %. 


The new state had to face a very high 
burden of diseases due to chronic 
communicable disease. Malaria, 
especially Falciparum Malaria had one 
of the highest prevalence for any state 
in India. Tuberculosis and Leprosy 
were also high. The situation in 
reproductive and child health was also 
alarming with very high maternal and — 
child mortality rates. 


If part of the causes of poor health 
was due to the poor situation in 
social determinants, another part of 
the crisis in public health was due to 
the poor delivery of essential health 
services. There were huge gaps in the 
number of health facilities sanctioned 
as compared to those that were 
needed as per norms. As per national 
norms, the state was short by 9 distri¢ 
hospitals, over 30 CHCs and over 
200 primary health centres and over 
874 sub-centres. 


The norms itself were inadequate 

to provide coverage for such a 
geographically dispersed population. For 
example 3,818 sub-centres had | 
to cater to 9,000 gram panchayats, | 
20,000 villages and over 54,000 hamlets 
Typically, a single sub-centre would 
have to cater to over 10 hamlets spreac 
over about |5 to 30 kilometres. 


Further, the majority of health facilities 
did not have the basic infrastructure | 


needed for functionality. Only 6 out 
16 districts had adequate district 
spitals. Only 34 out of | 16 CHCs, 
300 sub-centres out of 3818 sub- 
intres, and 320 out of 520 primary 
salth centres had adequate buildings. 
yen where there were buildings, 
anpower gaps crippled more than 
alf of these facilities. Roads and 
ansport were also scarce and this 
90 added to the problem of access. 


herefore, the new state had 

> embark on a programme of 
anctioning more facilities, building 

he infrastructure and producing the 
nanpower needed to close these gaps. 
jut all this would take time — over a 
lecade perhaps. And there was a need 
© act urgently — for the loss of life and 
xtent of suffering such delay would 
‘ause was unacceptable. The creation 
>f a new state had raised expectations 
ind these had to be responded to. 


Yet another cause for concern was 
the poor levels of health awareness in 
most rural areas. Penetration of media 
was low. Outreach of health education 
had been poor, especially as there was 
a diversity of local languages, dialects 
and customs. Unchanging traditions 
and inappropriate patterns of health 
seeking and child care contributed 
significantly to the burden of disease. 
Also, even where health facilities 
existed and were functional, utilisation 
was low due to poor awareness. 


It was for these reasons that the 
government decided to embark 


on a state-wide community health 
worker programme. There was a 
need to engage heath workers who 
belonged to the same village and could 
communicate key health messages in 
the local dialect with an understanding 
of the local problems and issues. 
Having a health worker from 

within the community, selected and 
supported by the community, would 
ensure keen participation from both 
government and the community. 


Community health worker 
programmes had been tried before 
in this area. The community health 


volunteer programme, the village 


health guide programme, the Jan 
Swasth Rakshak programme had all 
been implemented in this region with 
little success. Yet the compulsions 
were such that the government had 
to choose to try once more. But 

this time it chose to learn from past 
experience and innovate to build up 
a new programme design. In this the 
government was helped by a number 
of experienced non-governmental 
organisations. The Mitanin Programme 
was born out of a dialogue between 
the government and civil society, 
taking place in the context of a new 
state, trying to respond urgently to a 
crisis in public health. 


Il. Conceptualisation of the Mitanin 
Programme-as Part of Health Sector Reform 


In January 2002, the Department of 
Health & Family Welfare initiated 

a process of consultation with the 
leading health activists, NGOs and 
state officials. The department 

had already committed itself to a 
community health worker programme 
and had decided that it should be 
called the Mitanin Programme. 


Mitanin in Chhattisgarhi means | 
friend — a female friend. In most | 
parts of this state there exists a 
traditional custom that a girl of | 
one family is bonded to a girl of | 
another family through a simple | 
_ but enchanting ritual and from that 
| time onwards they become Mitanins 
_ to each other. According to the | 
_ custom, a girl can always count on 
her Mitanin in times of need — Sukh 
me sabiya, dukh me Mitanin — goes 
_ the saying. In particular, tradition | 
_ shows her coming to aid her Mitanin 
in times of illness — even if it’s after 
_a long time and they are living in far 
_ away homes after marriage. It is this 
_ custom that was built on to create 
"anew type of Mitanin — the Swasth 
_ Mitanin — the friend of the village for | 
_ health care needs. 


The regional office of ActionAid India 
was requested to coordinate the 
consultation and later to assist in the 
initiation of this programme. At a 
three-day workshop in January 2002, 
there was a consensus on key features 
of the Mitanin Programme design and 


more importantly on the need for 
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a massive parallel strengthening and 
structural reform of the public health 
system to make it more accessible and 
responsive. The Mitanin Programme 
was not a substitute to a strengthened 
public health system. On the other 
hand, the Mitanin Programme would 
help create an enabling environment 
for strengthening public health systems 
and make health systems more 
responsive and accountable. In such 

an understanding, one of the essential 
directions of structural reform was the 
transition from the existing structure 
of health services to a community- 
based health service. 


This led to the emergence of a 
|5-point health sector reform agenda 
for the state on which there would be 
a wide ranging state and civil society 
partnership (see box). The state 
government recognised the importance 
of active civil society partnership. 

The programme being large and new, 
and the existing resources of the 
government being limited, such a civil 
society role was essential. 


Also on the basis of this, a State 
Advisory Committee of civil society 
organisations was set up. To provide 
technical support for design and 
operationalisation of these initiatives 
on a full-time basis, the State Health 
Resource Centre (SHRC), was set 
up. The SHRC is an autonomous 
institution with a governing body 
largely drawn from reputed health 


ransition from existing health services to community-based 
vealth services 


g i | Ree: Community-based Health Services | 
Based on technical understanding _ Emphasis on socio-economic and 
of health care _ cultural aspects of health care / 
Centred around curative care ) Stress on preventive and | cies, 

) promotive care 
Emphasis on secondary and | More than equal ‘emphasis 0 on | 
ref DENIM CAO sts ores le | 
Managed vertical programmes _ Based on horizontal village and ) 
_ district level plans ) 
a ae NN 
Target-driven Flexible and need- based 
Oe eee a I Sas he eRe eA aH 
Not geared to make linkage between Based on structural understanding of 
poverty and ill-health _ poverty issues 
$$ Te 
No recognition of gender and _ Recognises gender and 
equity issues health linkages 


ite ee sat g 
Access and control with health | Access and control increasingly with 
bureaucracy. Minimal scope for | people who need these services 


’ 
: 


based non-governmental agencies. 

The SHRC has an MoU with the 
zovernment of Chhattisgarh which 
provides for its core support and 
defines its work areas. In the first 

two years, ActionAid acted as a 

‘host organisation’ assisting in putting 
together a team and then it withdrew, 
leaving behind a registered society with 
its own governance structure and well 
established operational manuals and 


guidelines in place. 


Now, many of the areas mentioned 
in this table have become part of the 
main policy framework of the health 


department in the state. 


Agreed reform agenda in civil 
society consultation 

No. Area of Reform 
ie _ Community-based 

_ Health Services _ 


~ Delegation and 
Decentralisation 


y 
i 
eas aaa 


3. Strengthening Health 
_ Intelligence, Surveillance, 
_ Epidemiology and 1 Planning 


14. | | Control of Epidemics 


SSS — —~-——_—— 


5. Special Emphasis on 
) addressing Health Problems 
of Poor People 


Promoting a Rational Drug 
Use Policy | 


| 8. | Improving Internal Systems 
: of the Department of 
Public Health 


Workforce Management and 
Transfer Policy 


Ere) EOE 

10. Drug Distribution | 
; , bite : 
and Logistics | 


11. | Uniform Treatment ) 
Clinical Protocols . 
ak ies tihng asap 


12. | Management 
Information System 


13. Decentralised 
_ Laboratory Services 


—1A~ | Mainstreaming Indian Systems — 
of Medicine, especially Tribal 
_ Medicines into the State 
_ Health System — 


Drug Resistance it in Malaria 


lll. Design Features of the 
Mitanin Programme 


The Mitanin Programme design 

was based on learnings from past 
experience with community health 
worker programmes. These included 
major landmark programmes such 

as Jamkhed, The SEWA - Rural 
programme, The Mandwa/Parinchay 
initiative by FRCH, The RUHSA 
initiative in Vellore, and the 

SEARCH initiatives in Ghadchiroli. 

In the government sector, the key 
programmes were the Community 
Health Worker Initiative in 1977, the 
Village Health Guide in 1984, the Link 
Worker & Depot holder programmes 
and the Jan Swasth Rakshak 
Programme of Madhya Pradesh 

in 1997. In summary, many small-scale 
NGO-led programmes had done well, 
but hitherto when scaling up to large 
government programmes, it had been 
difficult to succeed. 


Learning from the past programmes, 
the Mitanin Programme adopted 
seven cardinal principles which are 
seen as critical to the success of 

the programme. 


a) Women as community 
health workers 


b) Well-planned social mobilisation 
and selection process to 
ensure selection by the 
community. Selection at the 
hamlet/habitation level 


C) Training/support to be a 
continuous activity for the duration 
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of the programme, and not a 
one-time initiating event 


d) No financial payments at least 
in the first year and later limited 
incentives, while retaining the 
mobilisational and community- 
based character of the programme 


e) Supplementary and not central role 
for curative care 


f) Linkage to parallel public health 
strengthening initiatives 


g) State civil society partnership at all 
levels of programme management 


Broad objectives of the 


Mitanin Programme 


* Health education and improved 
public awareness of health issues 


* Improved utilisation of existing 
public health care services 


* Initiating collective community 
level action for health and related 
development sectors 


* Provision of immediate relief for 
common health problems 


* Organising women for health 
action and building up the 
process as a process of 
women’s empowerment 


* Sensitising panchayats and 
building up its understanding and 
capabilities in local health planning 
and programme implementation 


The success of the Mitanin Programme _ 
relates to a large extent to it being 


process of social mobilisation built 
round two themes: 


) ‘Hamaar Swasth Hamaar Adhikaar’ 
(Health Care Services is our Right): 
Access to quality health care 
services is a basic human right, 
and for the provision of this the 
government is accountable. 


9) ‘Hamaar Swasth Hamaar Haath’ 
(Our Health in Our Hands): A 
substantial improvement in health 
care rests on what the family and 
community can do and without 
their active participation it would 
be impossible to achieve health for 
all. Even in facilitating, improving 
and managing health services, 
the community has a central 
role to play. 


These themes were spread through 
songs and dramas, in the form 

of Kalajathas. They were also 
disseminated through a large number 
of brochures and posters and 
repeatedly emphasised in meetings 
held at all levels. These themes and the 
way it was conveyed, converted the 
programme into a people's campaign. 


Phasing the Programme 


To cover the whole state required the 
programme to be phased. 


The first phase of pilot phase began 
in May 2002. This was to develop 
the tools and programme design. It 
was taken up in 14 blocks and led 
by agencies with rich experience 

in community health or social 


mobilisation. The pilot blocks and 
pioneering organisations were: 


* Kharasia, Pusaur (Raigarh) by 
Lok Shakthi Samiti 


* Dondi Lohara, Gundar Dehi, 
(Durg) by Zila Saksharata 
Samiti, Durg 


* Marwahi (Bilaspur) and Podiuppoda 
(Korba) by Bharat Gyan 
Vigyan Samiti 


* Batauli (Sarguja) and Pharsabahar 
(Jashpur) by Raigarh Ambikapur 
Health Association 


* Nagari, Magarlor (Dhamtari) 
by Rupantar 


* Narainpur, Orchha (Bastar) by 
Ramakrishna Mission Ashram 


* Ghumaka and Dongargaon 
(Rajnandgaon) by the Chief 
Medical and Health Officer’s team 


In this phase, the training manuals 
were finalised. The state training team 
was created and trained. Systems 

of monitoring and support were 
evolved as well. 


The Second Phase of 
the Programme 


This began in December 2002. Half the 
remaining blocks, a total of 66, were 
brought into the programme. The 
programme was now expanded to all 
districts and a district training team 
was created and trained. Management 
structures and experience was evolved 


in all the districts. 


The Third Phase of 
the Programme 


This began in December 2003. All 
the remaining blocks were brought 
into the programme. In this phase 
all block level trainers’ teams were 
consolidated. By this time the 

first phase had completed its first 
18 months of training. 


The Fourth Phase of 
the Programme 


This began in April 2005 in the first 
phase blocks and in April 2006 in all 
the blocks. All the blocks achieved 
their 20 days of ‘induction’ training 
and the continuation phase of 
training began. Programme design 
improvements, based on evaluation 
inputs, were put in place. Village level 
planning was institutionalised. In this 
phase there was a deepening of the 
Mitanins’ clinical skills in child care 
based on the IMNCI approach, an 
introduction of AYUSH dimensions 
and a major thrust on malnutrition 
and food security. 


IV. Key Programme Processes 


Mitanin is selected by the community 
and the selection has to be approved 
by the panchayat. The community 
selects the Mitanin in hamlet level 
meetings held for this purpose. 


The selection by the community has 

to be facilitated by a Prerak. The 

Prerak ensures that the community 
understands the programme and makes 
an informed choice. The Prerak has also 
to ensure that the voices of weaker 
sections within the community are 
heard. Unlike previous government 
programmes, which saw the community 
health worker as a link worker, the 
Mitanin Programme selects a worker 
who is seen by the community as 

acting on its behalf and not for the 
government; a worker who is sensitive 
and can empathise with the poorest and 
the most marginalised, and one who is 
most likely someone drawn from their 
own ranks. The choice of the term 
‘Mitanin’ also helped in conveying this 
spirit. Preraks in turn were chosen from 
both non-governmental organisations 
and government employees 

through consultations amongst local 
stakeholders to identify motivated 
equity sensitive individuals. Preraks 
were then trained through a 

five-day training programme to make 
them capable of promoting equity 
sensitive selection processes. 


The selection process was also 
supported by massive and rigorous 
social mobilisation activities centred 


14 


around the Kalajathas, which is a 
cultural form that has evolved to 
promote social change conveying 
appropriate messages in the local 
idiom. The cultural artistes highlighted 
this element of ‘traditional bonding’ 
and ‘community service’ during their 
Kalajatha campaigns. 


The training of Mitanins involves 

20 days of camp-based training and 
30 days of on-the-job training and 
support. The training curriculum and 
strategy was devised to enable the 
Mitanin to fulfil her roles. 


The camp-based training was achieved 
in seven rounds held at a suitable 
nearby training venue, usually in a 
nearby village haat centre. This was 
supplemented by the on-the-job 
training provided in the village . 


The training syllabus was packaged 
into seven modules published as |2 
manuals. The training rounds broadly 
and comprised of: 


* First round (4 days): Understanding 
health/health services and child 
health and nutrition 


* Second round (2 days): Repeat of 
the above as well as introduction 
of village health register for 
recording health service status and 
vital health events 


* Third round (3 days): 
Women’s health 


Fourth round (2 days): 
Community control of malaria 
and waterborne diseases 


Fifth round (4 days): Mitanin drug 
kit and first contact curative care 


Sixth round (2 days): Community 
role in TB and leprosy control 


Seventh round (3 days): Panchayat 
level health planning based on 
hamlet level health and human 
development index. 


‘was essential to supplement camp- 
ased training by on-the-job training. 
Vhere the latter did not happen the 
rogramme did not take off. On-the- 
9b training helped to individualise 
raining, refresh its content and 
onvert training competencies into 
rogramme outcomes. On-the-job 
raining required that trainers visit 
illages regularly and work with 
Aitanins there as well as hold local 


A trainers task during a village visit 


The Block Training Team 
3 DRPS + 20 Trainers + 5 ANMs per block 
3650 Block Level Trainers 


The District Training Team 
Field Coordinators + 3 DRPS (1 Govt and 2 NGO) per block 
462 District Level Trainers 


meetings of Mitanins and their 
health committees. 


This in turn meant that every trainer 
had to be under contract to provide 
at least 20 days of training per month, 
irrespective of whether there was a 
training camp that month. Every block 
had about |5 to 20 such trainers and 
three master-trainers (or district 
resource persons as they were 


* Meet the Mitanin and seek a feedback from her 


* Visit at least five houses, which she reports she went to or the family that 
had met her. In these houses, the advice the Mitanin has given is supported. 
It helps the trainer judge whether the Mitanin’s advice had been effective 
and if not, what more inputs are needed 

* Visit about 10 to 20 houses that the Mitanin did not go to or went to long 
time back and help her handle the problems there. This ensures that the 
Mitanin’s coverage is complete and acts as in-service training 


* Assist the Mitanin to conduct a village women’s health meeting 


* Visit the sarpanch and brief them of the programme and linkage with 


the Mitanin 


* If it is the immunisation and health day, visit 
adequate coordination between ANM, AWW and 


the anganwadi and ensure that 
Mitanin is established 


called). They were all appointed and 
supervised by the block project team. 


The meeting of trainers held twice 
monthly was the site where the 

state training team, made of field 
coordinators could directly interact, 
guide and train these training teams, 
apart from in the training camps. These 
field coordinators were employed and 
supervised directly by the State Health 
Resource Centre, so as to ensure a 
good quality and stable full-time state 
level training structure. 


The Training Material 


Nine training guides were published. 
These were meant to act as trainers’ 
guides and as reading and reference 
material for Mitanins. 


i} 


Janta Ka Swasth Janta Ke 
Haath (People’s Health 
in People’s Hands): It 
was an introduction 

to what is health 


and sickness, to the 
social determinants of health, to why 
people fall ill and why people do not 
seek health care in time and on the 
relationship between patriarchy and ill 
health. It was also an introduction to 


the programme. 


Hamara Hak, Hamari 
Hakikat (Our Rights and 
Our Current Situation): 
This is an introduction 
to the health services 
that people are entitled 
to and which are available in the 

health facilities. 


Hamare Bache Unki 
Sehat: This book on 
‘Child Health’ is on 
common childhood 
illnesses and child 
malnutrition and on 
what Mitanins and communities can 
do to prevent child deaths. 


Mitanin ‘Tor Mor Goth’ 
on Women’s Health: 
This book covers the 
relationship between 
patriarchy and ill-health, 
care in pregnancy, 


p 


adolescent health, management of 
anemia in women, knowledge of the 
reproductive systems, an introduction 
to management of reproductive 

tract infections, and violence and 
women’s health. 


Chalbo Mitanin Sang — | 
(Guidebook on Control of 
Malaria and Waterborne 
Disease): This book 
covers the control of the 
above diseases through 
community action. This book also deals 
with the management of epidemics. 


hused 


eat Ot | 


Chalbo Mitanin Sang — 2 
(Guidebook on Mitanin 
Action on Tuberculosis 
* and Leprosy Control) 


Kahat He Mitanin: This is 
a brief pictoral summary 
of the key health 
messages of the first 

six books. 


Mitanin Ke Dawapeti 
(The Mitanin’s Drug 

Kit Guidebook): 

The management of 
common illnesses and 
symptomatic remedies 
using the |0 drugs in the Mitanin’s drug 
kit is covered. 


Badbo Aage Mitanin Sang 
(The Panchayat Level 
Health Plan Guidebook) 
Apart from this, a village 
level health status and 
services monitoring tool 
called Gram Swasth Register and the 
Mitanins Diary as a record of her work 
was also published. 


The programme also published a 


‘Prerak guide’ to guide selection and 
a ‘trainer’s guide’ to guide training. 
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The trainer’s guide explained how 
each session was to be conducted and 
elaborated the whole training strategy. 
These books were critical for both 
trainers and for programme organisers 
though not essential for Mitanins. 


Social Mobilisation and 
Mass Communication 


The Mitanin Programme focuses on 
the need for community mobilisation 
as a crucial tool for participation by 
the local community and that too 
voluntarily. This was also needed to 
create an enabling environment for 


the inter-personal communication on 


health conducted by the Mitanin. 


The most important vehicle of 

such mass communication were 

the Kalajathas. These were used 
extensively to convey/explain three key 
messages of the Mitanin Programme: 


Hamar Swasth Hamar 
Haath (Our Health in 


CAR Lae 
ZAR ERT Our Hands) 
Swasth Hamar Adhikar 
— oe Havai Coane Services 
ater ety «= are Our Right) 
Mitanin Hamar Pratinidhi 
fener ware Havai (Mitanin is a 
uff gaa Volunteer/Organiser 


of the Community to 
secure the above) 


alajathas convey a dialogue on 
ttitudes and beliefs that have been 
cquired unconsciously as a part of 
heir culture. The Kalajatha is always 
n the local dialect and uses local art 
orms, adapting it to ensure that the 
nessage does not get drowned out 

n the art. NGOs regularly organise 
<alajathas to initiate a programme 
and expand to new areas. Between 
the skits and plays, clear messages are 
given on forthcoming programmes. If 
the health programme is ongoing, the 
local activists are also introduced and 
felicitated. The response of the people 
to the Kalajatha has demonstrated 

to the group that many people feel 
the same way and such issues can be 
publicly raised. 


Other forms like rallies, poster 
exhibitions are also used as 
communication tools to spread 
messages. Publicity of the scheme 

in the communities is also done by 

the panchayats in all the villages and 
Mitanin Sammelans conducted at block 
and sector levels. 


Village and panchayat or cluster level 
meetings are also most useful as a 
mode of communication of ideas 
and views. Most of these cluster 
level meetings involve elected 
representatives, senior district 
administrators and social 
reformers/leaders. 


A popular |4-part radio serial with 
the Mitanin as the central protagonist 
was beamed at peak hours from all 
five radio stations in the state, twice. 


The programmes were made in 
Chhattisgarhi initially and later in the 
tribal dilect of Gondi as well. Women’s 
groups were encouraged to organise 
group listening to the programme and 
to send feedback. 


Two cassettes of specially written 

and recorded songs also captured 

the central themes of the messages. 
They were used with all forms of mass 
communication and were sung in most 
meetings. These not only conveyed 
the spirit of the programme but also 
built up a sense of mutual solidarity in 
the participants. 


At the state level, the programme is 
conducted by the Directorate of 
Health Services. 


State level training and material 


development and monitoring of the 
programme is done by the State Health 
Resource Centre, a state civil society 
partnership institution that has been 
specifically created to support 

the programme. 


At the district level, the programme 
is conducted by the district health 
societies. The district health society 
appoints a nodal officer for this 
purpose. The district nodal officer 
also coordinates the district Mitanin 
coordination committee and the 

full time district training teams that 
conduct the programme on a day-to- 
day basis. NGOs are represented in 
both these district structures. 


At the block level, the programme is 


conducted by the block medical officer 
or by a NGO. The block is the basic 


unit of programme administration on 
the basis of which grants are made, 
and progress is monitored. The 
three district training team members 
from each block (also known as the 
District Resource Persons (DRPs)) 
play the role of block coordinators. 
The team of 15 to 20 trainers forms 
the block training team which manages 
the programme on a daily basis. An 
intersectoral block coordination 
committee was also attempted but 
with limited success. 


At the village level, the gram panchayat 
that endorsed the Mitanin selection, 
the ANM and anganwadi worker 
support the programme. Women’s 
health committees and self-help 
groups, many of which are coordinated 
by the Mitanin also play a vital role in 
supporting her and making this into a 
community-based effort. 


At the village level, the Mitanin diary 
and the Mitanin register helps the 
Mitanin in doing her work. At the 
cluster meeting, the trainers use 

these tools as well as their interaction 
with Mitanins to monitor the progress 
and support the Mitanin. At the block 
level, the field coordinators of the 
SHRC assist the block coordinators 
and the nodal officer in reviewing the 
reports from the trainers, using this 
to monitor the programme and also 
to train the trainers. There are special 
indicators developed to monitor the 
Programme both during its early phase 
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and to monitor outcomes in its 
continuation phase. 


What sets the Mitanin Programme 
apart from many other large scale 
programmes is the stress it lays on 
continuous training and support 
through developing middle-level 
programme management teams. The 
strategy of developing a middle-level 
management is a central challenge 

of scaling up programmes and the 
Mitanin Programme was seized of 
this challenge. Such a programme 
also needs a dedicated and motivated 
leadership with the skills to negotiate 
to keep open a partnership space 
that bridges the traditional gaps 
between government and civil society 
and between traditional authority 
based programme implementation 
and more community-based 
participatory processes. It in turn 
requires a different work culture 

that is more collective, more 
democratic, more equity sensitive 
and bases its organisational strategy 
on regular contact and support of its 
workforce. The interactions mainly 
involve meeting with middle level 
workers and Mitanins regularly, each 
troubleshooting problems of the next 
level and constantly updating their 
knowledge. This also includes keeping 
their motivation alive and constantly 
renewing the spirit of a movement 
where the poor are not Passive 
beneficiaries but increasingly active 
Participants in change. 


Vhat were the expected outcomes of 
ye Mitanin Programme? 


That there would be a trained 
Mitanin in every village 


That the Mitanin would be able to 
impart effectively key messages on 
health leading to improved health 
awareness and better health 
related practices 


That there would be a better 
utilisation of health services 


| That the Mitanin would be 
equipped with the skills and 


the drugs to attend to 
common ailments. 


That the Mitanin Programme would 
have the character of a campaign 
for women’s empowerment and a 
women’s movement for change 


That the Mitanin Programme 
would have catalysed village 
health planning and improved 
the capacities and motivation 
of panchayats to work for 
better health 


That the impact of all these 
above should be on key indicators 


of health care especially on infant 
mortality rates 


That public health systems are 
expanded and are strengthened and 
have improved in responsiveness 


Programme Outcomes 


Facts and Figures — Mitanin 
Programme Indicators 


Facts and Figures: Health 
Outcome Indicators 


It is difficult to attribute any change 
in health statistics only to a single 


* Today 55,865 Mitanins have been selected, and have completed 7 rounds of training. These are the number of 
functional Mitanins today. All the Mitanins have been supplies a drug kit and there is a scheme to refill this drug kit 
on a regular basis. At the outset, the programme provided for 54,000 hamlets. This has been achieved 


42,110 Mitanins (75%) are visiting the family with a newborn on the first day and successfully counselling on six key 
issues of essential newborn and mother care 


39,105 Mitanins (70%) visit the families with pregnant women in the last trimester, ensure Antenatal care was 
accessed and help the family plan for a safe and where possible institutional delivery 

43,390 Mitanins (77.7%) report being regularly approached by families in the village for first contact care with focus 
on diarrhea, acute respiratory infections and fever. Many of the children get life saving referrals to functional public 
health facilities in the vicinity 

45,582 Mitanins (81.6%) regularly attend monthly immunisation camps held in the local anganwadi and observed 

as the local child health and nutrition day (Shishu Swasth Poshan Mela). This is also an indicator of coordination of 
Mitanins with ANMs and anganwadi services and it indirectly indicates their activity in relation to improving delivery 


of these basic services 

37,017 (66.3%) are aware about the malnourished children of their areas and they do counselling of mothers on 
improving the status of these children 

36,278 (64.9%) are regularly holding women’s health group meetings in the hamlet. This is a process indicator of 


women’s organisation as much as of health education 


In over 5,978 gram panchayats out of 9,800 gram panchayats (61%) Mitanins working with local teams have measured 


achievement based on indicators and are in the process of making health plans 


programme for most of them are 
multi-factorial. However by comparing 
it to the all-India figures and to 
Madhya Pradesh figures where 

many socio-economic indicators are 
similar we can search for the 
‘programme effect’. 


Also we must remember that any 
achievement in service delivery is 
always primarily the credit of the ANM 


Total IMR 


and the anganwadi worker, without 
whose service Mitanin-driven demand 
alone could not have given results. 


The graph below shows the change 
in total IMR and rural IMR from the 
creation of the new state till now 
based on SRS data (year 2000, 2002 
and 2004 of SRS data 2002, 2004 and 
2006 are shown). 


Thus Chhattisgarh has seen a drop 
of rural IMR by 24 points in the two 
Mitanin years, as compared to a 
5-point drop all-India and a 6-point 
drop in Madhya Pradesh. 


Since we also have figures for 2006 
from UNICEF coverage evaluation 
survey and the NFHS-3 survey we can 
try co-relating this IMR with other 
changes in health services utilisation 
and health care practices. 


Breastfeeding and IMR 


The single biggest possible contributor 
is the change in breastfeeding practices. 
UNICEF's coverage evaluation survey 
shows an increase in breastfeeding in 


the first day from 27% in the 

year 2002 to 88% in the year 2006, 
clearly a Mitanin effect as the 
programme has been maximally 
focused on this intervention and as this 
is a very well monitored component of 
the programme. A landmark review in 
Lancet, the premiére medical journal, 
estimates that correct breastfeeding 
alone can contribute to a 16% decline 
in infant mortality and correct 
complementary feeding can save 
another 7%, which is far more than any 
other medical intervention (Source: 
Jones et al. Lancet 2003;362:65-71) 


“Exclusive breastfeeding for five 
months” is currently reported to 

be 82.0% according to the NFHS-3 
survey, up from 35.1% in the DLHS 
survey of 2002-04. ( both survey use 
same methods and are done by same 
agency - the IIPS.) 


Progress in other RCH areas 


Another major contributor to saving 
lives, measles immunisation, has 
gone up from 40% in the year 1999 
(NFHS-2) to 62.5% now (NFHS-3). 
Total immunisation has however 
gone up only to 21.8% to 57.58% 
(NFHS-2 & 3 respectively)which 
though a big increase got pulled 
down due to problems related to 
one antigen. 


The percentage of women who receive 
any antenatal care has increased from 
57% in year 1999 (NFHS-2) to 89% 

in the year 2005. (NFHS-3 surveys). 
Due to supply side constraints, that 
the state is working on but would take 


nore years to overcome, increase 
A institutional delivery remains 
nodest — from 14% to 16%. 


These figures however testify to an 
mproved community level utilisation 
>f health services — one of the 
bjectives of the programme. 


Health Seeking Behaviour 


Other than these above factors we 

also feel that changes in health seeking 
behaviour have contributed significantly 
to these improved outcomes. Tribal and 
rural society had come to accept high 
neonatal and infant mortality as normal. 
There is a local tribal saying — a 

tree has many flowers but few fruits. 
Once a child is born - till the sixth 

day it is not given a name, nor is its 
birth announced publicly, nor even 
shown to all family members. Only if 

it survives — such is the experience 

of neonatal mortality. But with the 
Mitanin Programme this is changing. 
Now there is a growing insistence that 
every single child death is unacceptable 
and it is preventable. This is as much 
an effect of social mobilisation as it is 
of the Mitanins family level counseling. 


Disease Control 


The Mitanins have also made significant 
contributions to the reduction of 
malaria. In all hamlets, Mitanins act as 
drug depots providing chloroquine 
tablets for suspected malaria and 
taking blood smears for examination. 
They take part in door-to-door fever 
surveys. They promote a better 
understanding of the disease and its 
control. Similarly, Mitanins are also 
contributing to anti-tuberculosis and 
anti-leprosy campaigns. 


Strengthening Public 
Health System 


Mitanin referrals and interaction at 
primary health centres and community 
health centres have increased their 
performance and responsiveness- 
though there is still considerable way 
to go in this direction. To further it 
in many facilities, the Mitanin trainers 
take turn to manage Mitanin referral 
desks that ensure that referrals are 
properly attended to. The Janani 
Suraksha Yojana has also helped. 


The Government of Chhattisgarh also 
understands that further reductions 

of infant mortality, especially neonatal 
mortality would require improved 
institutional care for sick children as 
well as Mitanins skilled to even higher 
levels. It would also require improved 
emergency referral transport systems, 
and better emergency obstetric care. 
The government is carrying out a rapid 
expansion and strengthening of health 
services to meet these challenges. 

(See Page 17-18) But despite such 
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an increase in sanction of facilities 
manpower and budget it would take 
more time before these translate 


into more services that people are 
accessing. But for now, with the 
Mitanin Programme, it has made a 
good start. And as they say — well 
begun is half done. 


Changes Beyond the 
Health Sector 
Empowerment of Women 


Empowering women is imperative 

if developmental objectives of any 
programme are to be achieved. 
Through the Mitanin Programme, the 
state enhanced the status of women by 
improving their access to and control 
over resources. It also increased 
substantially their role in decision- 
making. Crucial efforts were made to 
reduce the gender barriers in access to 
health care by making services more 
responsive to women’s special needs. 
It also ensured accountability and 
promoted technology and skills that 


made services women-friendly 
and enhanced the availability of 
women health care providers. 


It is difficult to quantify the 
empowerment of women, let alone the 
contribution of the Mitanin Programme 
to this process. We note that there 
are widespread reports that the launch 
of this programme led to women 
undertaking a number of social activites 
in their own hamlets. One reflection of 
this is the performance of women and 
that too of Mitanins in the panchayat 
elections held in January 2005. Over 
3000 Mitanins were elected to office. 
Many contested unsuccessfully. Many 
more raised issues pertaining to 

basic entitlements in the elections. 
One outstanding example is from 
Gram Panchayat of Bhelwadih, all 
members elected were women and 

the panchayat is declared as ideal 


female Gram Panchayat. Another is 
Pharsabahar block of Jashpur district, 
where in the last panchayat elections 
23 Panch, 5 Sarpanch and 2 Janpad 
members were Mitanins. Participation 
of women in gram sabha meetings is 
also improving. 


Other Social Initiatives 


As Mitanins grew in confidence and the 
village-level women’s committees got 
strengthened the initative passed on 

to the community. The women’s 
groups started addressing a 

number of their local priorities 

or needs ‘spontaneously.’ 


Examples of such spontaneous 
initiatives included economic 

activities to improve their livelihood, 
village cleanliness campaigns, getting 
Anganwadi centres opened, getting 
bus services started, forest protection 


campaigns, sometimes becoming 
large struggles, campaigns against 
untouchability and early age marriage, 
and anti-alcohol campaigns. 


Each of these may be seen as an 
exception. But there are enough such 
exceptions to make a new rule. 

The rule can be stated as such — that 
if women and communities are 
provided with knowledge and skills, 
and if they gain confidence and the 
experience of organisation, then in an 
enabling environment they will take 

a number of initiatives to address 
their own problems. People become 
active participants and makers of their 
destiny, not passive beneficiaries of 
government schemes, Some of these 
examples are elaborated upon below. 


The Mitanin and 

ASHA programme 

ASHA, the national scheme draws 
considerable inspiration and lessons 
from the Mitanin Programme. 

ASHA programme was launched by 
Government of India under 

National Rural Health Mission in 

10 low-performing states. Now 

many other states are also considering 
the implementation of such a 
community-based programme and to 
all them the Mitanin Programme is a 
beacon. Now the Mitanin Programme 
has been made a part of the ASHA 
programme, without losing its 
distinctive character and features. 
With the NRHMs support, the 
Mitanin Programme continues to 
grow and flourish. 


VI. Progress of Health Indicators: 
Chhattisgarh and India 


ive Indicators 


Percentage of mothers who had at least 


1998-99 


of birth 


+22 
three antenatal care visits for their last birth | 
Percentage of births assisted by 32 44 [ + 
health personnel | 
Percentage of children below three years 14 Ty 25 f a +11 
who were breastfed within an hour 
Percentage of children below one year py. 88 +6! 
who are breastfed within 24 hours 
of birth* 
Percentage of children |2-23 months aa ee +27 
fully immunised 
Percentage of children with diarrhoea in 30 42 +12 


last two weeks who received ORS 


= 


Negative Indicators 


Percentage of children below three years 
who are underweight 


Infant mortality rate — By NFHS** 
(per |,000 live births) 


_ Chhattisgarh | 


| 
t 


2005-06 


"55 


_Change* 


India 


Infant mortality rate — SRS data** 


Infant mortality rate — Rural — SRS data" 


44 5| 
45 || 4a 
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i | 6 
ao | > Ae 


1998-99 2005-06 Change’ 


jource: National Family Health Surveys, unless 
ytherwise indicated ( NFHS-2 for 1998-99 data 
ind NFHS-3 for 2005-06 data) 


1 Percentage points 


* Source: UNICEF coverage evaluation 
survey — 2002 and 2006 figures 


* This NFHS figure of 51 & 71 is the average 
of a five year period and attributed to 
year 2003. The figure in bracket is the 
corresponding SRS figure for IMR for year 
1999 & 2003. Note the sharp acceleration of 
child survival figures between 2003 and 2004 


et The Sample Registration System (SRS) 
estimates for 2000 and 2004 


Expansion of Public Health Infrastructure 


In year 2002-03 BES In year 2003-04 oe In year 2006-07 — 


SSectioned | With own ‘Sanctioned With own | Sanctioned = With own: 


-_ buildings as buildings 3 ¥ : buildings « as zn Yi 
per norms | “per norms — 
Sub-centres 1458 3818 1458 4692 1680 
327 516 327 707 400 
34 116 34 133 70 
District 


6 15 9 16 13 
Hospitals 


— Cag Te 3121 3785 3121 
_ Supervisor Been > 


_ Doctors" 1455 516 1455 1516 2571 1345 


Specialists 291 103 650 103 1006 291 


Expansion of Public Health Budgetary Provisions 


State Budgetary 226.5 crores L352 435.7 
Outlay 
State + Centre 240 crores ~ 270 crores i t= 560 crores 


ry 


a | 


; 


et 


ynchayat Bamhanpara was a malaria 
"one area. Part of this was due to lack 
F environmental management, which 
ft a number of pools of stagnant 

ater. Mitanin Sushma Naag motivated 
ye outgoing Sarpanch Sri Ram Krishna 
lajhi to organise a rally in the village, 

> as to educate people regarding 

ne importance of cleanliness. At the 
ame time village health committee 

yas also formed due to her initiatives. 
fillagers joined her and they cleaned 
he stagnant water and garbage. They 
Iso filled the open pits and took all the 
\ecessary steps to stop malaria from 
preading. She herself managed the 
tholoroquine drug depot to get slides 
nade for all fever cases and give drugs 
where needed. 


om 
- 


In village Jhiliberna Anganwadi Kendra 
is at a distance of two km from 

the hamlet Khaksi Toli. Due to the 
distance only 10 children under the 
age of five years receive dalia and get 
immunised, whereas the other 
children are deprived of this. Mitanin 
Kamal Prabha Minz took the initiative 
and along with other women, decided 
to request for a mini Anganwadi 
Kendra at the hamlet level. They also 
compelled the Anganwadi worker to 


Vil. Mitanin Programme: 
Some Success Stories 


come to the hamlet herself so that all 
the children could be immunised. 


In many other villages Mitanins 
petitioned for new Anganwadi 
centres and eventually won them. 


For the villages of Sonajori and Sagjor 
the community health centre is quite 
far off from the village. Due to the 
distance pregnant women preferred 
home delivery, which proved unsafe 
many a times leading to the death 

of mother or child or both. Mitanin 
Mesren Lakra motivated two pregnant 
women to go to community health 
centre at Pharsabahar, and she 
referred both of them with the referral 
card. They were admitted and assited 
in child birth and though they had 
minor complications there was a safe 
delivery. Both mother and child 

are in sound health. 


Today we estimate that close to 
70% of Mitanins have undertaken 
such work. 


Mitanin Painkra of village Pagrubahar 
motivated other seven Mitanins of the 
area and a number of other families 

to join hands for sowing vegetables 
collectively. Last year they sowed two 
quintals of potato seeds, out of which 
they got the production of five quintals 
of potato. They bought the seeds at 
the rate of Rs 3 per kg and sold the 
production at the rate of Rs 6 per kg, 
which enabled them to earn a profit of 
Rs 2,400. Besides, they also cultivated 
seasonal vegetables to sell in the village 
market and earned a profit of Rs 5,000. 


Similarly, Mitanin Bindumati Nagesh 
has initiated the activity of growing 

and selling vegetables in her group for 
increasing their income. At the same 
time they have also started poultry and 
fisheries and this way they are trying to 
be financially independent. 


In the block Pharsabahar, people of 
many castes live and the practice of 


untouchability still exist. They do not 
dine with the people of different caste. 
In every training programme, this 

was an issue of discussion and slowly 
women were convinced that their 
reluctance to eat together was wrong. 
After the sixth training, not only 

did the practice break, but Mitanins 
Durpati Bai, Padmavati Bai and Parvati 
Bai mobilised the community against 
untouchability, and now inter-dining 
has started among the community. 


The issue of Mitanins coming 
together in the camp from different 
communities having initially a lot 

of reluctance to eat together was 

a near universal problem. Quietly, 
without ever making a public issue of 
it, sensitised trainers and organisers 
noticed these non-eaters and were 
able to persuade most to join in. 


Celebration of 
Women’s Day 


Couple of years ago, rural women had 
never heard of ‘Women’s Day’. But 
Mitanins have played a very important 
role in creating awareness among the 
rural women about their position 

in the society. For example, in the 
village of Sajbahar, Women’s Day was 
organised on March 8, 2005 in the 
leadership of Mitanins Gayatri Bai, 
Hemovati Bai and Nirmala Lakra. Many 
| women of the hamlet participated 

and since many government officials 
were also present, they also raised 

the demand for a hand pump and 
construction of road. The government 
Officials far from being annoyed were 
pleased and agreed to these demands. 
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Preparation of Organic. 
Fertilizer and Better 


Kitchen Gardens 


Mitanins Jagyaseni Dehri, Sumti Chand, 
Martha Khakha and Kaushlaya Majhi 
trained the other ladies of the village 
for preparation of organic fertilizers 
and vermin-compost. They also 
guided them to grow drumstick, 
papaya, lemon and other vegetables 
in their kitchen garden. This effort 

is being actively replicated and 
promoted as a way of addressing 
micro-nutrient deficiency. 


Contract of Boating: 
A Struggle 
Against Dominance 


If one has to go Kharibahar from 
Lavakera, one has to cross the river 
Eeb on a boat as there is no bridge 
over it. But there is no regular boating 
service either and the one person who 
had a boat would provide a service at 
will and considerable costs. But with 
the efforts of Mitanins Imilia Toppo, 
Augustina Tigga, Julekha and Martha 
Ekka of the village, SHG members 
joined hands and decided to take up 
the contract of boating. It helped them 
to earn a profit of Rs 32,000 last year. 


Anti-Liquor Campaign 
Liquor was being prepared in most of 
the households of the Villages coming 
under hamlet Bhelwa, Tumla and 
Daltoli. Heavy intake of liquor among 
the male members was very common, 


vaking the conditions of women 
eplorable. Mitanins Sebestiyani 

axla, Samajo Bai and Prabha Sharma 
long with the members of SHG 
tarted an anti-liquor campaign. They 
ommunicated that alcoholism was the 
nain factor behind poverty and illness 
nd for domestic violence against 
vomen. Now, preparation of liquor 
ind its intake is strictly prohibited 

n the hamlet. Anti-liquor campaign 

s now being organised in the 

whole block. 


t is worth noting that similar 
inti-liquor campaigns occurred 
spontaneously in many villages across 
the whole state. In one block, it took 
on a specific anti-domestic violence 
character. If there was any report of 
any woman having been beaten up by 
a drunken husband in any one house, 
then the women collectively would 
break all the alcohol jars in the entire 
village the next day. The men soon 
got the message. Drunken domestic 
violence decreased. 


Stopping Child Marriage 


To stop the traditional practice of 
child marriages, Mitanins Indravati, 
Paneshwari Painkra, Suneshwari 
Painkra tried to make people aware 
about the pitfalls of early childhood 
marriage. There hamlets are since then 
child marriage free. Similarly, due to 
the efforts of Mitanin Mukta Toppo, 
no child marriage has taken place in 
her hamlet, Tongri Para since one 
and a half years. 


Mitanin: Hemlata Sahu, 
Hamlet: School Para, 
Village: Bhanpuri 

In the month of August 2004, suddenly 
one night many people fell sick due to 
vomiting and diarrhea. Mitanin Hemlata 
Sahu informed trainer K K Tiwari 
about the epidemic, who informed 
epidemic control department. A 

team was immediately sent with the 
necessary medical aid. All the five 
Mitanins of the area Hemlata, Bharti, 
Shashi Sen, Anusuia Sen, Ramhin Sahu 
went door-to-door asking people to 


3 drink boiled water. 


Improvement in 
Malnutrition Status 


Mitanins Rajni, Uttara and Suniti 

found three children in the village 
severely malnourished, coming in 
category 3. They tried to convey the 
messages regarding serious effects of 
malnutrition and convinced the family 
members to take their children to the 
district hospital for proper medical aid. 
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Child specialist advised them on details 
regarding diet and also treated them 
for a number of contributory illnesses. 
He also advised the Mitanins on what 
was to be done as follow up. Mitanins 
took best care of the children and they 
recovered within six months. 


Controlling Spread of TB 


An eight-year-old boy, Vinay, of village 
Pharhad had been sick for almost 

a month. Mitanin Suman found him 
suffering from continuous cough. 

She immediately made the referral 
card and sent him with his parents 

to the district hospital and she also 
accompanied them. After x — ray and 
other tests he was diagnosed of having 
TB. He was given medicines and the 
Mitanin herself took care of the boy 
till he got better. 


Vill. Case Studies: Mitanins in Action 


exclaiming that she could not have 
gained so much knowledge ‘even by 
paying Rs 10,000 As a result, she had 


the information and ideas it took to 


Mitanin Prerak, Prashikshak, Sarpanch 
Dhangaon (Rajnandgaon) 


The village of Dhangaon was still alive help others who were ill and organise 
to the memories of the terrible floods _ activities to improve their situation, 
that submerged them last year. Even especially during hard times such as the 
the.elders among sheip.could not floods last year. She also appreciated 


remember rains of such intensity in 
their lifetimes. All the kuccha houses 
had been washed away and many 
families had lost all their belongings. 
Sacks of grain had been destroyed, and Nodal Officer sitting all the way in 


the recognition and support that she 
received in this work, including her 


ability to call upon the Government 


it took months for people to recover. Rajnandgaon for assistance in a difficult 
The only saving grace, as someone case. However, even more important 
mentioned, was that the skies had than the external resources, Poornima 


opened in the morning when the had the support of her family, in 


village was awake. é‘ 
particular her father-in-law, who 


In all of the relief work that followed, had encouraged her to take up this 
one young woman, Poornima Sahu Opportunity to learn for herself and 
had contributed greatly. She had contribute to the health and well-being 
coordinated with the government of her village. 

functionaries, spread information 

about water-borne illnesses, led Impressed by her work as a 


efforts to chlorinate water sources, 
and distributed chloroquine and other 
medicines. She worked tirelessly and 
late into the night. 


Prashikshak (a title that is proudly 
painted on the wall of her house) and 
especially acknowledged for her role 


in the flood relief activities, Poornima 


Poornima is a Prashikshak in the was encouraged to contest the 2 
Mitanin Programme and since January Panchayat elections and was selected 
this year has been serving as the as the Sarpanch. She was happy to have 


Sarpanch. The two young Mitanins 
of the village, Payal and Pemin, clearly 
looked up to her, referring 


received this added responsibility and 

is proud of her status. Of course, as a 

£6 Poorninastiilen aisles young woman playing very public roles, 

‘Badi Mitanin’. Poornima encountered her share of : 
challenges from within her community, 

At 28 and the mother of two boys, but she also gained the knowledge and — 

Poornima greatly valued all that she 


a quiet confidence to take forward the 
had learned through the programme, 


Jan sewa she felt so strongly about. 
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The Mitanins of Dataan, 
Xaipur District 


ne would never have been able 

o guess that the Mitanin selection 
yrocess in the village of Dataan had 
een so difficult. The five Mitanins 

of this village today are so close to 
ind supportive of each other and 

$0 positive about their experiences. 
But, when Rama, the young Prerak 
arrived in this large village with its 
7,500 residents, she found it to be 
incredibly difficult to engage people. 
Nobody was interested, nobody came 
forward. Eventually, she was assisted 
by the ANM, who took her around 
and managed to gather some women 
for a meeting. Everyone, including 
the eventual Mitanins was extremely 
reluctant to participate in the 
programme. Today, from their endless 
stories of their successful campaign 
against alcoholism, the improvements 
in hygiene around the village, or 


how they ensure early initiation of 
breastfeeding, it was clear that they 
had all come a very long way. As Rama 
recalled laughing, “I used to cry when 

| heard the name Dataan; it was so 
hard to work in this village. Now 

| love coming here to meet and 
support the Mitanins!” 


Among them is Shantibai, who 

had filled in for a Mitanin from a 
neighbouring hamlet the previous 
night, and accompanied a very poor 
woman from hospital to hospital and 
had returned with news of a healthy 
4kg boy. Then there was Nilima, who 
had been identified by the helpful ANM 
as a very strong and forward-thinking 
individual, although she is illiterate. 
Nilima was highly respected, not only 
for her work but for managing two 
mothers-in-law, the resident one 
being “as good as five by herselft” 
And everyone sympathised with 

Neel Kamal (Neelu didi), who had a 
very difficult alcoholic husband always 


accusing her of caring too much about 
this “Mother Teresa-wala work.” She 
was passionate about her role though 
and tried to come out as often as she 
could do be a Mitanin and take their 
efforts forward. 


Each woman had her own personal 
history, but together they would © 
come up with innovative strategies 

to spread messages and take action. 
For instance, armed with knowledge 
about the importance of immediate 
initiation of breastfeeding, the Mitanins 
tried to make sure that every mother, 
no matter how reluctant and weak 
took up this practice, even if it meant 
that they had to stay beside her and 
support the mother to sit up and 

feed her baby. The Mitanins had also 
garnered the support of the Sarpanch 
in improving cleanliness and hygiene in 
the village, instituting a Rs. 50 fine for 
littering around the water pump and a 
reward for reporting such behaviour. 
And they supported the Anganwadi 
worker to make sure that babies and 
infants were regularly weighed, using 
each mother’s own bindi to track the 


growth of her child. 


Sitting together, exchanging 
experiences and ideas, this group 

of women reflected on the cultural 
bonds in Chhattisgarh. “You know in 
our culture, friendships are expressed 
through different kinds of Mitanins - 
Maha Prasad Mitanin, Ganga Jal Mitanin, 
Tulsi Mitanin... And now there is the 


Swasth Mitanin!” 


PLACING HEALTH INTO 
PANCHAYAT’S AGENDA: 
THE SWASTH 

PANCHAYAT YOJANA 


Context 


Placing health on the panchayat’s 
agenda and village level health planning 
has been one of the national agenda 
for a number of years. But with the 
launch of the National Rural Health 
Mission (NRHM), and its emphasis 
on decentralisation and community 
participation, this has become a 
national priority. In the year 2005, 
the Department of Health and Family 
Welfare, Chhattisgarh decided to 
make this a priority and announced 
the Swasth Panchayat Yojana. 


There have been many efforts in village 
level planning and panchayat level 
planning in the past. Many of these 
efforts have led to plans that are either 
unrealistic or inadequate for achieving 
effectiveness. These plans were also 
poorly matched to what resources and 
plans were available. Poor capacity to 
plan has also been a problem. Also, 
village planning needed indicators to 
assess health issues and make a plan 
where progress could be measured 
and reviewed. 


Strategy 


The Government of Chhattisgarh with 
technical assistance from the SHRC 
evolved the following strategy: 


* Develop a set of indicators for 
measuring the health status and the 
delivery of health and health related 
services at the village level 


* With people’s participation 
and active involvement of the 
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panchayat, which is facilitated by 
the Mitanin and the health and 
ICDS staff, collect and analyse 
information on the health needs 
and status of health services in 
the village. The indicators are 
particularly useful for this purpose 


Based on this data, score and rank 
achievement of all the hamlets 
within the panchayat and of all 

the panchayats within the block. 
This helps each hamlet, village 

and panchayat know its relative 
performance. This also helps 

to reward the best performing 
panchayats and push resources to 
the poorly performing ones 


Encourage and assist every 
panchayat to draw up a plan so 

as to improve its ranking as well 

as to address all its health needs 
within a year. The united fund with 
the sub-centre, the panchayat, 

the health along with sanitation __ 
committee and resources from all 
available schemes would be utilised 
effectively to implement the plan : 
At the end of the year, the | 
situation could be reassessed 
and the plan could be reviewed 
and updated. By supporting the 
panchayat to do this through an 
entire year, sufficient capacities are 
built up in the panchayat. However, 
to provide such support, a strategy 
of technical assistance to the 
panchayats has to be put in place | 


rogramme 
mplementation 
nitial Mobilisation 


efore the status assessment was 
xitiated, massive mobilisation 

f PRIs was done in the form of 
Sarpanch/Panch Sammelans’ (events 

n honour of PRI heads). Then village 
evel orientation programmes were 
yrganised for active women groups, 
youth groups and other individuals 
within the GPs other than the Mitanins 
n all these blocks/panchayats. 


Collection of Data 


The status on each indicator was 
collected at hamlet level by Mitanins 
together with ANMs, Anganwadi 
workers, women’s groups, self-help 
groups, and panchayat representatives 
of the locality. The Mitanin Programme 
had been operational for the last three 
years in the state with more than 
60,000 Mitanins working for the cause. 
By linking the collection of the data to 
the seventh round of Mitanin training, 
the funds and the system was available 
to effectively complete this task. 


The collected data was consolidated 


later at gram panchayat and block levels. 


A simple software has been developed, 
so that when the hamlet level figures 
are entered, the final scores and ranks 
of each village and panchayat can be 
easily calculated. This comparative 
statement of its performance is then 
printed and supplied to each panchayat 
to help it in planning. The village already 
has its performance figures. 


Also, the inter-panchayat comparisons 
had been limited to the block level to 
maintain the homogeneity of a block as 
an area, in terms of geography, culture 
and the development outreach. The 
more an area is extended, the weaker 
is the comparability arnong panchayats. 


Village Level Planning 


To draw up a plan based on indicators 
requires considerable skills. At a time 
only few panchayats can be taken 

up for such plan development. This 
step therefore proceeds at a slower 
rate. The focus on hamlet level data 
aggregation enabled comparison of 

all hamlets — as even panchayats with 
good aggregate status had one or two 
hamlets with very weak performance, 
thereby requiring more attention. Also, 
disaggregating data to hamlets within 

a panchayat helps identify vulnerable 
sections and develops plans to address 
their issues. 


Once the plan is made, it has to be 
disseminated within the village and 
then used as a reference point for 
further reviews. It in turn requires 
sustained external support. 


The Mitanin Programme, NGOs, 
government staff associated with the 
Mitanin Programme and the SHRC at 
the state level provide the sustained 
support and technical assistance that 
every step of this process requires. 


Using the Information database 


The ranking provides a development 
database of the area where planning 
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can be initiated to improve on each 
indicator. This has made many of 
the invisible health issues visible 

and identified many regions of poor 
performance and high vulnerability. 
This is as true within panchayats 

as between panchayats. The best 
panchayats in a block are given an 
award. This acts as an incentive for 
all other panchayats to improve their 
performance. More importantly, 

the poorly performing panchayats 
are marked for close monitoring 
and support as well as for increased 
resource allocation. The programme 
has not reached this stage as yet. 


The Budget 


A sum of Rs 79 lakh has been allocated 
from the state budget towards the 
scheme. Apart from this, another 

Rs 80 lakh is sourced from the RCH-II 
project. The GP holding the first rank 
would be awarded Rs 10,000 while 
the next best GP will be awarded 

Rs 5,000 in all of the 146 development 
blocks. The remaining funds will be 
used as special allocations for the weak 
GPs and for successful implementation 
of the scheme. The awards were 
distributed on January 26, 2007. 


Indicators and Scores 


| Twelve indicators reflect functioning of the health sector (including the active 

| role of GP bodies, Mitanins, local community, etc in health); four indicators 
"measure steps related to food security; three on water and sanitation; and one 
| indicator measures performance of school education. Thus 20 indicators relate 
to performance of health services or services of closely related social sector. 
The indicators can be altered to suit the plan priorities. Health outcomes are 
measured by six indicators — child malnutrition, low birth weight babies, age 

of marriages, spacing between children, infant deaths and outbreak of 
waterborne disease. 


The percentage achievement on each indicator is then converted into a score. 


This is done by applying the following formula: 


Percentage performance for that GP — minimum percentage for any GP 


Maximum percentage for any GP - minimum percentage for any GP 


The final score is calculated by adding all the first 20 indicator scores and from 
this subtracting the six health outcome indicator scores. 


The calculation of scores and ranks is computerised. Only the percentages 

of performance for each panchayat needs to be fed in. The maximum and 
minimum percentage for any GP in that block is called the goal posts. These 
can be set according to the actual maximum or minimum achievement of that 
block or as is convenient for calculations. 


Outcomes at a Glance 
Outcomes 


* Panchayati Raj Institutions and key functionaries are involved in 
understanding the health status in their village and planning for it 
Improved coordination between the local government and community 
activists and Mitanins 


Improved community participation for local level health planning and for all 
programme implementation 


_ Current Status 


Panchayat level health data collected, analysed and feedbacks provided to all 
panchayats of 135 blocks (approximately 9041 gram panchayats out of a total 


_ of 9,800 panchayats). These panchayats are in the process of developing 
their plans. 


Panchayat level health data collection is ongoing in the remaining 66 blocks. 


The process was completed by January 26, 2007. Revision of the same for the 
second for the is in the process of initiation. 
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Basic Health Services 


: | Indicators 
\° Percentage of completely immunised children in age group |2 months 
to 36 months | 

* Percentage of women who got full antenatal care as defined ‘ | 
* Percentage of women who had institutional delivery 
* Percentage of women who had skilled assistance at birth (ANM, nurse 

or doctor) 
L* Percentage of newborn weighed within three days (after birth) 
_* Percentage of newborns who were breastfed in the first hour 
| * Percentage of blood smears in fever cases where reports received 
within 48 hours | 

* Percentage of hamlets with shop/person having unbroken supply of | 

chloroquine last year | 
_¢ Percentage of hamlets with shop/person having unbroken supply of 
_ OCP+condoms last year 
* Percentage of target couples who had unmet needs which were met 

during the year 
“+ Percentage of hamlets where Mitanin make first day visits/or are consulted — 
at least 50% of the time 

Percentage Panchayat level health committee meetings held in 
the last year 
Percentage of hamlets with active women’s committee 


; 


Health Related Services ceili — 


| Parceritage of hand pumps without stagnant water in and around the water 
pump (index of both vector control and focus of environmental 


: 
sanitation currently) 
E Percentage of families using ‘safe drinking water as defined _ 


© Percentage of families where all members are using domestic/_ 
community toilet 


* Percentage of children, who are eligible for anganwadi (6 months to 60 
months) getting diet regularly — ene 

* Percentage of schools giving cooked midday ‘meals 

g Percentage families getting grains from PDS shop 

~ Percentage ‘of families getting low cost grains from PDS shop 


« Percentage of children (6- 14 year age group) going to school 


3D 


Health Status 
| Indicator 
* Percentage of children equal or below three years age with malnutrition 
(weight for age — any grade) _ 
- Percentage of newborn babies with low birth weight i in last year 


* Percentage of girls married below 19 years of age 
~« Percentage of those who were born with less than 36 months difference 
“+ Percentage of deaths of any child equal to or below one year in the last year 


* Percentage of water borne disease outbreaks as defined (more than three 
cases of a disease in the same week) 


Hamlet Score Card 


vupadntieniiniieienmes Health Services/Practices Score Max score 12 
are ers aoe Min score 0 
ad TIO aHN 0} Water and Sanitation Score Max score 3 
SLPES Oe aha: tg a 1 . 
Min score 0 
Food Security Score Max score 4 
Min score 0 
Schooling Score _ Max score | 
Min score 0 / 
eee = 
Total Health and Related Services Score Max score 20 
Min score 0 
| Child Malnutrition Score Max scorel | 
| Min score 0 
_ Health Outcome Score _ Max score 0 
: Min score 6 


To calculate scores: 


Actual, Percentage — Minimum Percentage 


Maximum Percentage — Minimum Percentage 


| To calculate index: Total health and related services 


_ score — sum of child malnutrition score and health 
_ Outcomes score 


Best possible index: 20 


some modifications and additions are being considered on 
the indicatiors for the second year. 
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RINGING LIGHT 
NTO MANY LIVES: 
>THE JEEVANDEEP ASPATAL 


SUDHAR YOJNA 


The Challenge 


One of the major challenges that the 
new state of Chhattisgarh faces is to 
ensure that the rural hospitals 
provide quality care. Keeping this 
objective in consideration, many 
new public hospitals have been 
established, especially in remote 

and tribal areas, where the private 
sector has not extended its reach. 
As a matter of fact, the government 
hospitals in such areas are the only 
curative care in most blocks of the 
state. The private sector remain 
confined to a few major cities 

and towns. 


Unfortunately, early reviews 
showed that the public hospitals 
were beset with a large number of 
problems. There were problems of 
infrastructure, equipment, supplies 
and manpower. Also there was 
poor motivation of the workforce 
and poor responsiveness of public 
hospitals to the people they served. 
There were complaints of rude 
behaviour and inappropriate referrals, 
of lack of services and of poor 
utilisation. There was a need to 
devise strategies that changed 

the situation. 


Two central strategies of improving 
the quality of health care provided 
in public hospitals is to improve the 
contribution of public participation 
in hospital management and to 
encourage decentralisation in 
hospital management. 
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The Experience of 
Rogi Kalyan Samitis 


The state inherited a large number of 
hospital management committees that 


had evolved around the concept of 


public participation when this area was 


part of Madhya Pradesh. These hospital 


management committees were called 
‘Rogi Kalyan Samitis.’ 


The Rogi Kalyan Samitis were 


management committees that provided 


for public participation. This they 
did initially but soon this dimension 
became less and less pronounced. 


On the other hand, they came to be 


seen increasingly as major avenues for 


cost recovery and also linked to the 


notion of alternative financing. Thus all 


of them collected user fees and some 


of them collected fairly large amounts. 


Many Rogi Kalyan Samitis (RKS) were 
also able to gather donations or earn 


through letting out space in the facility 


for commercial activities. This was 
of course a major advantage for the 
hospital management for it provided 
a small but significant sum of untied 


funds for local improvement priorities. 


Many RKS developed bank balances 
that ran into many lakhs of rupees. 
And for this reason it was welcomed 
by health care providers and by 
hospital management. 


There was however considerable 
criticism also of the RKS. One 
complaint was that they were so 


focused on collecting user fees that the 


} 


; 


—_— 


DOrest sections did not get exemption 


1d as a result considerable sections 

f the poor were excluded from care. 
his problem was exacerbated by the 
roblems of identifying and certifying 
ve poor. Many of the poorest did not 
ossess BPL cards while considerable 
actions of those who did have cards 
fere not poor. Also there was the 
riticism that the government was 
harging user fees so as to decrease its 
xpenditure on health care. 


‘nother major criticism was that 
he funds generated were often not 
sed at all, or not used for hospital 
nprovement. The idea of using the 
ind in a pro-equity direction for 
roviding subsidies to the poor was 
ever even considered. 


\ third problem was that RKS in 
ackward areas did not have adequate 
ollections and hence where it was 
ost needed it did not take off at all. 


Another major problem was that the 
RKS were not very functional. The 
ommittees hardly ever met. Public 


participation in these committees was 
very poor. 


And finally, the RKS seldom had the 
capacity to plan for institutional 
improvement in a comprehensive way. 
Often it did not have such a mandate 
as well. 


There was therefore a feeling that 
it needed to be re-structured and 
oriented to contribute better to the 
goal of improvement in quality of 
services provided. 


For all these reasons the public 
perception was that the RKS had not 
made a significant difference — and 
even a feeling that it may be doing 
more harm than good. This led 

to a demand for re-structuring and 
re-orienting this institution. 


Transforming Rogi 
Kalyan Samitis to 
Jeevendeep Samitis 


To transform the Rogi Kalyan 
Samitis into vibrant forums for public 


Participation and decentralised 
management, a number of 
measures were put in place. These 
are listed below: 


a) New Name, New Regulations and 
Public Participation: The Samitis were 
re-named as Jeevandeep Samitis — a 
name with a far more positive 
connotation. New regulations were 
framed for this society. The head of the 
respective Panchayati Raj Institutions 
were Vice Chairpersons of the district 
hospital and block level CHC based 
Jeevandeep Samitis with representation 
for their town panchayats also. The 
Jeevandeep Samitis were extended 

to primary health centres and for 
these committees the block panchayat 
president chaired it while the gram 
panchayat presidents were represented 
in them. The minister in charge and 
district collectors and senior officials 
from related departments formed 

the district committee while the 

block officials were included in the 
block level Jeevandeep Samiti. 

Most importantly, the number of 
non-governmental representatives 
drawn from NGOs and organisations 
working for people’s interest, 
respected citizens, individuals and 
organisations who willfully donate for 
the hospitals, representatives from 
industrial sector, who show their 
interest in the cause, was increased 

to five. 


b) New Powers: The Samitis were 
given new powers, that enabled them 
to make substantial improvements 

in any aspect. These included 


the management of the land, the 
development of new income 

sources, local purchase of machines 
and medicines where needed, and 
appointments of doctors and other 
staff members. The Samitis were 

also given the rights to recommend 
disciplinary actions against the doctors 
or the staff members, for poor or 
negligent performance. Also, it was 
empowered to encourage doctors and 
other medical staff through awards, 
other forms of recognition, or financial 
and non-financial incentives. 


c) The Hospital Development Plan: 
Jeevandeep Samitis are being oriented 
to undertake the responsibility of 
guiding the hospitals to reach Indian 
Public Health Standards (IPHS) and an 
improved quality of service delivery. 
This would require the Jeevandeep 
Samitis to prepare and adopt a plan for 
the following: 


|. Infrastructure development and 
management: Identify all gaps 
in civil works, furnishings and 
conveniences, uninterrupted 
electricity supply, water supply 
and sanitation, and in waste 
management. It would draw up 
a plan to address these gaps 


2. Assessing requirements, 
maintenance and utilisation 
of equipments 


3. Medical and non-medical human 
. 
resource requirements 


a. Jeevandeep Samiti will assess the 
requirement for human resources 
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and make efforts to provide 
services managing the available 
manpower. It can reorganise the 
available staff in hospital as per the 
requirements. Wherever possible, 
the old staff will be trained for 
multi-skilling so that the financial 
pressure by the new appointments 
can be reduced 


b. The Samiti can also make 
appointments on short-term or on 
contract basis taking into account 
its own financial condition 


c. The Samiti can take help from 
private sector and local units to fill 
the gaps in absence of trained staff 


Availability of medicines: The 
Samiti will ensure the availability 
of the medicines on the basis of 
the Essential Drug List specified 

by the state government, and 
make arrangements for their free 
distribution to poor patients. The 
Samiti will also make sure that high 
quality medicines are available for 
the other patients on reasonable 
price. Besides, the Samiti will be 
entitled to run a 24 hours medicine 
shop to provide medicines on 
reasonable rates 


Help and guidance to the patients: 
Providing information about 
available facilities in the hospital, if 
necessary, appointing a guide or a 
social worker for the purpose 


Catering Service: The Samiti is also 
to ensure availability of nutritious 
food for the admitted patients. The 
outdoor patients and their family 


, 


members are being provided with 
food on subsidised rate from ‘Dal 
Bhaat Kendra’ 


Accommodation for Escorts: 

In every district level hospital’s 
premises, a ‘Dharmshala’ is planned 
for to provide patients’ family 
members with boarding facility. It 
will be run in joint efforts with some 
private or autonomous organisation 


Motivation of Hospital Staff: The 
Samiti contributes to keeping 
up the morale of all officers and 
employees on the high level, and 
to develop a team spirit in them. 
The Samiti will encourage the 
performance by trainings and by 
giving recognition or awards 


Financial Management: Another 
critical task for Jeevandeep Samiti 
will be to manage its own finances 
and keep track of all incomes and 
expenditures taking place in the 
facility. One potential financial 
management has is to use the 
token user fees that the Samiti 
collects and the exemptions it 
makes, to track patterns of service 
utilisation and to rationalise 


resource allocation and subsidies 
within and between hospitals 


and thereby contribute to better 
hospital management 


10. Periodical Review: All the work 
plans prepared by the Samiti would 
be reviewed by the Samiti itself 
and by technical assistance and 
supervisor bodies at periodical 
intervals, so that their utility and 
effectiveness can be evaluated and 
improved upon. The annual plans 
also provide a useful reference 
point for community monitoring 


d) Capacity Building: Preparation of 
development plan would require 
technical assistance. Capacity building 
in the hospital management staff is 

also another dimension. Much of this 
could be from regular programmes 

on hospital administration. But it also 
needs on-the-job mentoring support. 
Capacity building in the representatives 
of the public is also required for public 
participation to yield the expected 
outcomes. Currently this is entrusted 
to two organisations — the State Health 
Resource Centre (SHRC) and State 
Institute of Health and Family Welfare 
(SIHFW), but even their capacities 
needs to be built up to play this role. 
Hospital accreditation agencies and 
Health NGOs could 

also assist. 


e) Resources for 
Jeevandeep Samitis: One 
of the main sources of 
income would become 
an untied grant from the 
state government and 
from the National Rural 


Health Mission. Thus the Jeevendeep 
Samiti is no longer linked to user fees as 
its main purpose. Also many tribal areas 
where collections are very low would 
get more funds in the grant mode. 
Linked to a locally drawn up, technically 
competent annual development plan, 
these untied funds along with its other 
traditional sources of funds can go 

a long way to meeting 100% of all 
resource requirements. More so, the 
funds can be used to meet equity needs. 


The traditional Rogi Kalyan Samitis 
fund sources which would continue 
under Jeevandeep Samitis are: 


* Service fee (user fees) 


« Use of the extra land/room 
space in hospital premises for 
commercial purpose 


* Medicine shops inside the hospital 
premises providing medicines on 
reasonable rates 


* Donations from industrialists, social 
activists and others 


One of the concerns that Jeevandeep 
Samitis are being sensitised to is the 
need for ensuring equity — both in 


raising resources and in spending them. 


This means that mechanisms are to 
be put in place to ensure that there 
are adequate and readily accessible 
exemptions for the poor from 

user fees and to ensure that 
expenditures prioritise the needs 
of the poorer sections 


f) Performance Rating — Jeevandeep Stars: 
One of the central innovations of the 
Jeevandeep programme is the use of 
performance rating to make visible and 
improve the quality of service provision 


Every hospital would be assessed 
twice annually and once by an external 
agency and given a performance rating 
score. This score is based on set of 
parametres that are widely publicised 
and that the hospital management is 


trained to achieve and that the public 
participants in hospital management 
are sensitised on. The achievement 
levels based on these scores would 
be publicised through the award of 
Jeevandeep Stars. 


The Jeevandeep Stars will be a 

public recognition of performance 
achievements levels. Three types of 
the stars — Gold, Silver and Bronze — 
would be awarded. Jeevandeep Gold 
Star will be awarded to the hospital 
that scores over 95%, while the 
Silver Star is for achievement in the 
75% to 95% range and Bronze Star is 
for achievement in the 61% to 74% 
range. The hospital will be entitled 
to display the stars on their 

buildings for a period of two years. 
The award ceremony would be a 
major event. 


g) Support to the Public Health 

System: One of the functions of the 
Jeevandeep Samitis would also be to 
publicise the services it provides and 
broadcast its achievements. There 
must be adequate sense of public 
ownership over public services for 
the quality of public services to be 
defended and built on. Unfortunately, 
in the provision of hospital services, 
unfortunate incidents and bad news 
make it to the media regularly, while 
all the good work is routine and not 
newsworthy. This needs to change. 
The public hospital could still become 
the best venue for providing quality 
care at affordable rates provided the 
two key tenets of the Jeevandeep 
Samiti — decentralised hospital 
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management and genuine public 
participation are met. 


The Progress So Far 


This Programme launched in early 
2006 is still at an early stage. 


The Jeevandeep Samiti’s have been 
formed and registered and the Rogi 
Kalyan Samitis absorbed within them. 


Funds for providing untied funds have 
just been received from the NRHM 
and the state government has also 
made budgetary provision for 

the same. 


The performance rating scales have 
been drafted, field tested and finalised. 


One round of training workshops for 
key executives of the hospitals have 
also been conducted. 


The first base line measurement of 
performance in all the hospitals has 
been completed in January 2007 and 
then the process of annual planning 
would be completed by March 2008. 


It would take at least till March 2009 
to see the results of this programme. 
And in the meantime it would be a 
challenge to support the programme 
and keep up the pressure for change. 
For the risk of Jeevandeep Samitis 
slipping back into the earlier problems 
of the Rogi Kalyan Samitis remains. 
The challenge for the state leadership 
is to manage change, but the state 

is proud that it has chosen the right 
direction and is determined to walk 
down this road. 


TOUCHING THE 
NDERSERVED AREAS: 
THE MOBILE MEDICAL UNITS 


What is a Mobile Medical 


Unit (MMU)? 


It is a well-equipped vehicle with a 

_ medical officer in charge, necessary 
_ supporting personnel and systems, 
drugs and supplies, as well as clinical 
_ examination facilities to address 
the immediate medical needs of the 
population residing in areas that 

are remote and difficult to access. 

It would have a routine roster plan 
for regular visits of those scheduled 
areas. Whenever there is an 
emergency, it is also tasked to carry 
the patients from the local health 
facility or village to the advanced 


medical care facility. | 


The Compulsions behind , 


the Approach 


Chhattisgarh has |5 District Hospitals, 
| 17 Community Health Centres 
(CHC) and 517 Primary Health 
Centres (PHC) as of today. One more 
District Hospital, |7 more CHCs and 
200 more PHCs have been sanctioned 
this year. Apart from these, 64 MMUs 
are run in tribal blocks and 10 in 
non-tribal areas. 


A question arises as to why these 
Mobile Medical Units were needed? 
Was it not adequate to create further 
medical facilities with staff structure 
to cover these areas? The answers 

lie in the problems being faced by the 
government health departments, like: 


* The state is the ninth largest 
State of the country in terms of 
geographical area. On the other 
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hand, the population is too less 
and almost 45% land is covered 
with forests. The new facilities are 
largely needed in these areas, but 
to get new facilities sanctioned 

is a problem as according to 

the prevailing national population 
norms for sanction of health 
facilities we already have 

adequate facilities 


In Chhattisgarh, the sanctioned 
posts of doctors are adequate — the 
inadequacy is in the number of 
available doctors to fill them. Even 
if a 100% enrolment of all qualified 
doctors is assured, this gap is going 
to continue till adequate medical 
professionals are available 


Being a new state, infrastructure 
crisis is a major problem faced 

by the health department. There 
is a major gap of infrastructure 
for even those facilities that were 
sanctioned and started functioning 
long back. Even if the new 
facilities are sanctioned, to get the 
infrastructure built up and ready 
to use will take a number of years. 
In remote areas there are further 
challenges of connectivity by 
roads, of transport facilities and of 
communications. Ongoing conflicts 
in many of these areas add on to 
these problems 


In the absence of accessible service 
delivery systems, the population 

of these areas are compelled 

to depend largely on either the 
traditional or the modern irrational 
medical practices - the ‘Jhaadfooks’ 


or the ‘/hola Chaaps’. They land 
up spending money, often on 
unnecessary remedies, and donot 
necessarily get the desired relief. 


For the above reasons, it was 
necessary to increase the outreach 
of available manpower and facilities 

in these areas. “If people could not 
come to health facilites, let the health 
facilities go to where the people 
come.” Thus emerged the concept 
of haat bazaar based weekly health 
outreach programmes through mobile 
medical units. Slowly and steadily the 
emergency assistance and medical 
transport systems would be added 
on to this. 


What Makes the Scheme 
so Innovative? 


First and foremost, the choice of a haat 
bazaar makes the service accessible 

to even the most marginalised 
populations. Six such bazaars are 
operated in a week in a given locality 


_ so that the traders of a given area can 
_ visit one market on each day of the 
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week and get one holiday (generally 


Tuesdays) as well. For every local 
area of 10 to 20 villages, the market 

is located at a central place where all 
locals can reach without much pains 
and problems, though some of them 
may need to cross hills, forests, small 
rivers, etc by foot. The haat places are 
necessarily well connected by road to 
other markets and important places 
of the area — so that the traders can 
conveniently transport the goods 

in and out. A major part of the 
population of a said area assembles 

in these markets either to sell their 
forest-based produce or to buy their 
daily needs for the week or for both. 
The mobile hospital service delivery is 
built up to be in line with the structure 
of economic activity. The route map 
for the mobile clinic for a given area 

is made in line with the haat bazaar 
system. The unit camps in a prominent 
area of a given haat. 


lf the local health facilities show an 
adequate increase in attendance, the 
option of withdrawing the MMUs to 
serve only as a medical transportation 
facility/ambulance for these areas 


is open. 


Thirdly, these units are also used for 
a number of mobilisation and BCC 
activities. There is a potential to use 
this for different BCC initiatives 
every week. 


Finally, this was part and parcel of a 
set of processes that tried to take 
affirmative action to meet the needs 
of the tribal population. The funding 
for this came from two special 
independent tribal area development 
authorities set up by the state 
government for the southern as well 
as the northern tribal regions of 

the state, namely, The Sarguja and 
Bastar Vikas Pradhikarans. One of the 
core development areas that these 
authorities were empowered to look 
at was health. 


Progress of 
the Programme 


* The scheme was launched in 
10 blocks by early 2004. Initially, 
this was conducted by local 
NGOs. Later, finding it useful, the 
health department, with funding 
from the tribal area development 
authority in mid 2005 expanded the 
programme to 54 units. During the 
financial year 2006-07, a provision 
of 20 more mobile hospitals were 
made to reach that total tally of 
74. As of today, 74 out of 81 tribal 
blocks are covered. 


* Every week, on an average 4-5 haat 


bazaars are covered by each MMU. 
In some areas they even cover six. 
This way, they are providing 
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service to almost 400 market 
areas catering to more than 
7,000 villages 


_* A good performing units covers 
almost 10,000 people in a month, 
which averages to about almost 


Thus more than 7 lakh people are 
provided medical care and health 
services on a periodic basis 


™, ° According to oral testimony also, 
the general population is finding it 
an extremely useful arrangement. 

It gives them ease in availing a 
number of services without taking 
the effort and loss of livelihood due 
to scheduling a separate day to visit 
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300 persons per day as per reports. 


facilities — unless and until there is 
an emergency 


* It is worth noting that the mobile 
medical unit is now adopted as 
one of the key strategies of the 
National Rural Health Mission 


epee bo eee 
Further Potential 


There are many problems of logistics, 
facility design and staffing that need 

to be addressed. A detailed study 
leading to pragmatic recommendations 
is planned. 


Also, special additions to the scheme 
like an enhanced specially equipped 
unit for a higher level of services are 
also being mooted. 
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NSURING EMERGENCY — 
ERVICES: THE FIRST 
REFERRAL UNITS 


Operationalising FRUs: 
The Chhattisgarh Approach 


The reduction of maternal and infant 
mortality is one of the most important 
public health priorities of Chhattisgarh. 
The burden of maternal mortality in 
Chhattisgarh, was estimated to be 
almost 500 per 1000 in the year 2000 
(based on undivided Madhya Pradesh 
statistics). 


The immediate health sector 
strategies for reduction of maternal 
mortality are : 


a. The promotion of skilled assistance 
at birth 


b. The provision for emergency 
obstetric care services 


c. The organisation of emergency 
referal transportation services 


d. The provision of safe 
abortion services 


Other interventions like ante-natal 
care also help, but only if complications 
identified have a referral back up. 


We also note that a substantial part 

of neonatal mortality can be reduced 
if the above four strategies are put in 
place. And neonatal mortality accounts 
for two-thirds of infant mortality. 


Skilled assistance at birth refers to 
child births assisted by a trained nurse 
or midwife or a doctor. This comprises 
higher level of skills that includes 

the management of a number of 
complications, and the use of a wider 
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range of drugs. Such skills reduce 
both maternal and neonatal deaths 
considerably. However, since trained 
nurses or midwifes are available 
largely in facilities, promotion of 
institutional delivery is the main route 
to increase access to skilled assistance 
Home delivery by trained nurses and 
midwives posted in the peripheral 
sub-centres also help, but not as much 
Chhattisgarh has started a programme 
of training nurses and midwives and 
expanding the nursing cadre so as 

to provide skilled assistance and 
institutional delivery to all. 


Increasing skilled assistance at births o} 
institutional deliveries requires referral 
back up. If there is a complication that 
the nurse or midwife cannot manage, 
she must be confident that she can 
identify such a situation early, and 
within a short time call an ambulance 
and transport it to a centre where 
blood transfusion is available and 
Cesarean section surgery can be done. 


However Chhattisgarh faced major 
constraints in the such a site for 
referral, which could provide 
comprehensive emergency obstetric 
care services. 


The facility where emergency obstetric 
care services are located is called the 
First Referral Unit or FRU. Every 
CHC and district hospital is to be 
made capable of providing these 
services. Thus Chhattisgarh should 
have a total of 146 such centres at 
least. At the time of its creation, it had 
only 8 such centres in the public health 


lia 


The third problem was that for an FRU 
to become functional, the peripheral 


system. Even in the private sector, 
outside the five main cities, there 
were another 8 to |0 centres only. An 


state tried all India advertisement for 
contractual appointments and only five 


services and the emergency transport candidates were ready and that too for 


attempt as part of RCH programme 


(1997 to 2002) to create 54 such FRUs 


had not been successful. 


RCH Services in an ideal 


FRU or CHC 


* Management of all other 
emergency obstetric care 
including Cesarean sections and 
blood transfusions where needed 


* Provision of safe 
abortion services 


* Regular 24 hour institutional 
delivery services 


* Diagnosis and management of 
RTls and STIs 


* Sterilisation services available on 
a fixed day of the week 


¢ Adolescent health clinics 


Cc 
A major problem was that in 
many places work proceeded on 


infrastructure but there were no 
matching inputs on equipment and 
regarding manpower. So there 
could be operation theatres without 
anesthetic equipment or surgeons 

in place. 


Another problem was that inputs 


_ provided were often inadequate to 


meet the required needs leaving vital 
gaps that made operationalisation 

impossible even though considerable 
investment had been made. 


——) 


availability also needed to improve. 
But seldom was planning done for the 


whole block. Quite often planning was 


done only for one facility in isolation. 


The fourth and most important was 
the critical shortage of specialists. 
Chhattsigarh had only 20 anesthetists 
in service when it needed at least 
150. The state produces only four 
postgraduates in anesthesia every 
year and usually only two of them join 
government service. At this rate even 
in 50 years it would be impossible to 
fill the gap. And no new courses are 
likely to start up for at least another 
five years. Getting specialists on 
contractual appointment at higher 
salaries or as visiting consultants 

had been tried but had been able 

to contribute only marginally. The 
demand for specialist services cannot 
be met by Public-Private Partnerships 
as there are few institutions which 
can provide such services, especially 


in those areas where the public sector 


does not offer these services. The 


placement near cities. 


To address these problems the state 
Department of Health and Family 
Welfare submitted a plan to the EAG 
scheme of the central government 
which was later continued under the 
Sector Investment Programme. 


The plan was based on three 
essential strategies: 


a) A selected block level approach 


b) Critical threshold funding to 
close gaps 


c) Multiskilling to create specialists 


The Block Approach 


Block by block planning was 
undertaken to close gaps in 
infrastructure, equipment and skills. 
Facilities were surveyed and baselines 
of service delivery were measured. 


Then a plan was drawn to identify 
gaps in infrastructure equipment and 
human power in a time bound manner, 
such that the centre could henceforth 
function as an FRU. 


Though the plan was focused on 

the FRU, gaps in PHCs and 
sub-centres in the same block 

were also budgeted for. Emergency 
transport gaps were to be closed 

as well. Investments were also to 

be made in supportive supervision, 
motivation and leadership for making 
the FRUs functional. It was decided to 
upgrade two blocks in each district in 
pilot phase. 32 blocks were chosen, as 
there are 16 districts in Chhattisgarh. 
Based on the experience and 
evaluation of success of functionality 
every year, 32 blocks can be upgraded 
each year. Thus all the blocks in 

the state — a total of 146 would get 
covered in five years. 


This approach was based on a SHRC 
recommendation called the “EQUIP 
approach” (See box on page no. 62). 


Adequate (Threshold) Funding 


The aim was to find adequate funds to 
close all gaps in a limited number of 
blocks rather than close some gaps in 
a wider spread of blocks with sub- 
critical funding. Money was provided as 
untied lumpsum with local flexibility to 
identify the gaps and spend on them. 
Initially the EAG programme and then 
the SIP provided the funds for such 
strengthening of FRUs in two blocks 
per district — or in other word - 32 
blocks in the entire state. The idea 
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was that to find funds to cover 32 nev 
blocks every year. Now the National 
Rural Health Mission has stepped in 
and one of its major components is 
the commitment of providing whateve 
funding is needed to close the gaps in ; 
given facility. 


Multi-Skilling of 
Medical Officers 


To fill in the specialist gaps short-term 
courses were designed to enable 
existing medical officers to acquire the 
desired specialist skills in anesthesia and 
emergency obstetrics. With the help of 
leading specialists, and course material © 
developed in an earlier effort made at 
AIIMS hospital, and using international | 
reference material, the state designed 

a four-month curriculum and got the 
necessary training material printed. 
SHRC coordinated the effort. 


The duration of the course was 

fixed at four months, which could be 
extended for two months depending 
on the training evaluation. The 
emphasis was on ensuring that the 
trainees acquired specific compatencas 
and confidence, more than on 
duration. Those with past surgical 
experience usually needed much less 
time as compared to those for 
whom this was their first experience 
of surgery. 


: 


Three institutions were identified 
that could provide the training, and 
the cooperation, and active 
participation of the faculty was 
secured. The three institutions were: _ 


* Pt) NM Medical College, Raipur: 
The only medical college that the 
state got at the time of its creation 


* Chhattisgarh Institute of Medical 
Sciences, Bilaspur: A university 
based hospital, built after the new 
state was created, based on the 
then existing district hospital 


* |LN Hospital and Research Centre 
(Sector 9 Hospital), Bhilai. (Public 
Sector Undertaking Hospital run by 
the Bhilai Steel Plant 


The medical officers were trained in 
two batches in the three institutions. 
About five medical officers were 
posted in each institution in one 
training batch. Total 52 candidates 
were trained. 26 were trained in 
Emergency Obstetrics and 27 were 
trained in Emergency Anesthesia. 


To ensure training quality and indeed 
keep the process going, a high degree 
of support was needed. Trainers 

were provided with the guidelines. A 
logbook was provided for the trainees 
to keep a record of the numbers of 
cases they assisted and performed both 
under supervision and independently. 


Effect pm Service Delivery 


Total number of centres taken up 


24 hour Regular Institutional 
| Delivery Services Available: 
| Basic Emergency Obstetric 


Care Services Available 


Comprehensive Emergency 
Obstetric Care Services Available 


A training coordinator visited the 
institutions every month for supportive 
supervision and formative evaluation. 


The course was of four months 
duration. After evaluation, trainees 
the course was extended to six 
months for four trainees. Five trainees 
went back to their own district 
hospitals for further practice. 


The first batch was enthusiastic and 
more motivated as compared to the 
second batch. However evaluation 
showed that performance of the second 
batch were much better than that of 
first batch due to constant supportive 
supervision and better training. 


Outcomes 


Number of Medical 
Officers Trained 


Emergency 
Obstetric Anaesthesia DT 


Comprehensive Emergency 
Obstetric Care 25 


We note that once these capacities 
are created in a CHC, the ability 


of the CHC to not only manage 
obstetric emergencies but a large 
number of other surgical and medical 
emergencies expands greatly, 
Cesarean sections is one of the more 
challenging of surgical procedures, 
the infrastructure and equipment 
needed for many first referral 
surgeries and medical emergencies 

is less than what Cesarean section 
requires and the skills needed are 
easier to acquire. 


Neonatal outcome is also interlinked 
with the outcome of the mother, so 
neonatal mortality reduction also 
becomes part of this venture. 


Future Directions 


A. The second round of multi-skilling 
for specialists skills began with 
another 30 persons selected for 
anesthesia training and 30 for 
emergency obstetric care training. 
Though we are a year behind 
schedule on the road-map, we 
are still on the road and in the 
right direction. 


b. To make all the PHCs functional 


on a 24 hour basis: This is mainly 
for institutional delivery at this 
stage. To achieve this, the nursing 
staff had to be increased to three 
and the existing male and female 
staff had to be multi-skilled. By 
multi-skilling in this context we 
imply that all staff members 
would be able to dispense 
medicines (the compounder r, 
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provide first aid (an expanded 
role for the dressor), do simple 
laboratory tests (the laboratory 
technician role) and provide 
simple curative care (para-medical 
skills based on a paramedical 
standard treatment guideline). 
They would of course also be able 
to implement all national health 
programmes including RCH as 
expected. Since the patient load 
in a PHC is low, multi-skilling in a 
PHC is pragmatic and rationalises 
use of manpower. Initial results 
have been encouraging and in the 
current year it is being expanded 
to cover all the blocks. 


The EQUIP Approach 


. Emergency transport support 
systems are to be developed in the 


coming year in support of 
the FRUs. 


It is also clear that systems of 
sustained motivation, support, 

and incentives and rewards are 
required to enable doctors to face 
the professional and personal risks 
involved in provision of emergency 
obstetric care in difficult areas, in 
settings where there is so little 
support otherwise. 


The concepts of operationalising 
FRUs for emergency obstetric care 
need to be generalised and applied 


to all aspects of comprehensive 
primary health care approach. 
Emergency neonatal care is an 
immediate follow up. The entire 
range of reproductive and child 
care services is the next follow 

up. Then comes the entire range 
of basic surgical services and 
emergency services that a FRU 

can be equipped to manage. The 
understanding of block-by-block 
achievement of comprehensive 
primary care — in contrast to 
achieving only emergency obstetric 
care services — has been called the 
EQUIP approach (Enhanced Quality 
of Primary Health Care). (See box) 


* This EAG funded approach for strengthening FRUs, draws some elements of programme design from the EQUIP 
approach (Enhancing Quality In Primary Care) that was proposed in the Rationalisation of Health Services and 
Workforce Development study of SHRC. This study is the key document that informs health sector reform 


in Chhattisgarh. 


The EQUIP approach noted that large mismatches in inputs and serious gaps in the way technical skills were built into 


the workforce were crippling the public health system. If these gaps were overcome even at current low levels of 
investment, there could be a tremendous improvement in outcomes. 


The EQUIP approach called for an approach where in select blocks through micro-planning, all critical gaps in 


infrastructure, equipment and supplies were identified closed in a time bound fashion. In parallel, a plan was 
operationalised to build in necessary skills into the existing workforce, supplemented by new appointments where 
necessary, so that a comprehensive primary health care could be achieved. The set of services and skills and laboratory 


support that defines in at the current context could be com 


adopted as the state standard. 


prehensive primary health care, was drafted and formally 


Since National Policy was focused on RCH services, to be in consonance with it, it was decided to focus on RCH 


shania’ id ci the focus is maternal care — if every CHC becomes capable of comprehensive emergency 
and every PHC of 24-hour basic emergency care, and every sub-centre is providing quality antenatal 


care - then by definition, much of the infrastructure and human r 
needed for providing comprehensive services is alread 
in equipments, the system can evolve to reach com 
understanding, once such infrastructure and human 
not to use them for comprehensive care. 
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esource, (doctors, nurses, supporting paramedicals) 

y invested. With increments of skills and some minor increments 
prehensive primary health care. Indeed, according to the EQUIP 
resource is in place - it is irrational underutilisation of resources 


Closing Gaps in Medical Officers for Rural Areas 


! 

| At the time of creation of the new state of Chhattisgarh, one of the major 
_ problems that the Department of Health faced was the acute shortage of 
_ medical officers. There were 548 vacancies against 1371 sanctioned posts. 
_ Most of the vacancies were in remote areas and in tribal areas. With the 
medical college producing only 75 doctors per year, and most of them 
reluctant to join in these areas, it would have been impossible to fill these 
_ vacancies. Currently, however there are |43 vacant positions out of 1371 
sanctioned posts. 


A number of measures were taken to reduce the gap: 


graduation studies in the state to do a two-year rural posting. This now 
provides a pool of 100 medical officers from Raipur Medical College every 
year from which about 75% of graduates opt for the posting. From next 


from the CIMS will also complete their internship and become available. 


* Contractual appointments were allowed through walk-in interviews for 


Approximately 154 medical officers are serving through this route. 
Many more had joined by this route and since then many of them have 
been regularised. 


* In the year 2005-06, the Public Service Commission recruited and 
appointed 449 medical officers of which 250 joined. More are likely to join. 
By opening appointments to applicants anywhere in India enough applicants 
could be found. 


* A policy of appointment of ayurvedic medical course graduates - four years’ 
course - as contractual medical officers was approved for PHCs where 
there MBBS doctors are not available. Though this accounts for less than 
10% of the medical officers in government service, in areas like Dantewada 
and Koriya, these AYUSH graduates form the majority of doctors as 
medical officers in single- doctor PHCs. There are 156 such doctors in 


service as of today. 


* At the time of formation of the state, there was only one medical college. 
The second medical college at Bilaspur was initiated in the year 2002 and 
this would be producing its first batch of medical graduates who will would 
have complete internship by June 2007. 

* Asa long-term measure, the state has started a third medical college at 
Jagdalpur - a tribal area in Bastar district from the year 2006-07. This would 
increase the number of medical graduates available to the state from the 
year 2011. A fourth medical college is proposed in Raigarh district. An All 
India Institute of Medical Science is also proposed. 
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* It was made mandatory for all medical graduates who wished to pursue post 


year, this would go up to 200 medical officers as the first batch of graduates 


medical officers with appointing powers decentralised to district authorities. | 


| 


Closing Gaps in Medical Officers for Rural Areas 


* Though by these measures we would be closing the current gap, we note 
that the vacancy position changes considerably once all the PHCs become 
two-doctor PHCs and the CHCs become seven-doctors facilities — as 
has now been sanctioned. We also have an acute scarcity of lady medical 
officers. As an interim measure therefore, in addition to all the above steps, 
we also plan to introduce nurse practitioners to help us address these gaps. 


_* Specialist gaps have been more difficult to address. Even contractual 


appointments at the all India level with substantially higher salaries have 

not found candidates. Promotion of PGMOs (medical officers with post 
graduate qualifications) to specialists has helped but still the gap is over 60%. 
The state is therefore vigorously pursuing a programme of multi-skilling 
medical officers for specialist skills. In 2004 to 2006, 52 doctors have been 
trained and another 50 doctors would complete training this financial year. 
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THE UNIQUE INSTITUTIONAL 
ARRANGEMENT: STATE 
HEALTH RESOURCE CENTRE 


The State Health 
Resource Centre, 
Chhattisgarh 


One of the major achievements of 
the Health Sector Reform process 
in the state of Chhattisgarh has been 
the setting up and functioning of a 
unique institution called the State 
Health Resource Centre (SHRC). 
The concept of such an institutional 
arrangement has now found wide 


acceptance in the public health system. 


Under the NRHM every priority state 
has been sanctioned a State Health 
Systems Resource Centre (SHSRC) 
and a National Health Systems 
Resource Centre (NHSRC) is also 
being established. 


We share below an understanding of 
this unique institution in the form of 
replies to eight most frequently asked 
questions about the SHRC. 


What is the State Health 
Resource Centre (SHRC)? 


* The SHRC is an institution 
registered as a Society under 
the Societies Registration Act. 


* The SHRC is designed as an 
“Additional Technical Capacity to 
the Department of Public Health 


Publications for strengthening 


public health system: 


Guidelines 


also available) 
* Essential Drug List 


(Based on EDL-2004) 


* Manak Chikitsa Sandarshika 


and Family Welfare” of the State 
Government of Chhattisgarh. 


Its main role is to provide support 
to the process of health sector 
reforms. This includes support 

in policy planning and strategic 
thinking, in capacity development, 
in development of innovative and 
adaptive programme designs, 


* Working Paper-|: Malaria Operational Research 
(Proceedings of malaria operational research workshop, Korba) 
* Working Paper-2: Mitanin programme: Conceptual Issues and Operational 


(a compendium of conceptual papers and Operational Manual) 
* Working Paper-3: Strengthening Public Health Systems 


(Issues of workforce management , rationalization of services and human 
resource development in the public health system- A Hindi version is 


(Chhattisgarh Graded Essential Drug List-2003) 
* Chhattisgarh State Drug Formulary 


* Standard Treatment Guidelines for Medical Officers 
(With Graded Services Norms-2004) 


(Standard Treatment Guideliness for MPWs in Hindi-2003) 


| * Swasthya ki Bath Sabke Saath 


| (for MPW’s in service training on community participation in health 


| programmes-2003) 


* Skilled Attendance at Birth: A Manual-2006 


(For Training of MPWs-2006) 
* Dai Training Module 


(for Traditional Birth Attendants Training-2003) 


Manual for Laboratary Technicians in PHC 


(For multiskilling/training of PHC level workers- 2006) 
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in community basing of health 
programmes, in conducting health 
systems research and in assisting 
the department to effect new 
strategies and changed. 


To play this role the SHRC has to 
have an innovative work charter, 
a special organisational structure 
and an appropriate positioning in 
relation to other agencies. 


We note that the term State Health 


Systems Resource Centre captures 
the spirit of the enterprise much 
better — but for historical reasons 


the name of SHRC has been 
retained as it is. 


What is innovative about 
the SHRC? 


The SHRC is built as an institution 
of partnership with civil society: 
A number of public health and 


development experts from national 
and state level NGOs came 
together to assist the government 
by setting up an institution to help 
in health sector reform. 


The SHRC is structurally 
autonomous of the government: 
This means that appointment of its 
director and all staff recruitment is 
done by the governing body of the 
SHRC. The 17 member governing 
body has only one government 
nominee — which ensures complete 
transparency of its working to the 
government — but also allows it full 
autonomy. The SHRC has its own 
Operational Manual and HR 

policy — framed and approved by 
its governing body. 


The SHRC functions as an arm 

of the government (despite the 
two features listed earlier): The 
SHRC’s mandateis defined in its 
Memorandum of Understanding 
with the Government of 
Chhattisgarh. The main areas of 
health sector reform that it would 
contribute to are also described 
here. The government allots a 
wide variety of tasks to 

SHRC - which the SHRC performs 
in a time-bound manner. Usually 
these tasks relate to strategy 
development or evolution of 
programme design, to improving 
public/community participation 
and to the development of health 
systems — all key aspects of health 
sector reform. Some of them, like 
guiding the Mitanin Programme 
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are long-term tasks, and some of it 
like drawing up a project proposal 
is immediate consultancies. It 

is important to note that the 
participation of the SHRC is done 
on file and its comments and 
proposals are also presented on file 
notes — allowing for a much closer 
coordination and assistance and 
accountability of the SHRC. 


Core funding and project funding: 
The government supports the core 
faculty of the SHRC and its routine 
office expenses by a core support 
grant of about Rs 40 lakhs per 
year. This supports three senior 
and three middle level faculty and 
three office staff and two research 
assistants. Initially these funds 
were from the Sector Investment 
Programme funds and later they 
were from the NRHM. In addition 
to this core funding where the 
SHRC needs to bring in external 
consultants, or needs additional 
staff for conducting a study or 
implementing an action research 
programme, it could source more 
funds from other funding agencies 
or the state government. These 
are called project funds, derived 
from programme provisions. 
Project funds support about 40 
field coordinators and research 
assistants, currently. 


How did the SHRC get started? 


The newly formed state of 
Chhattisgarh had minimal capacities 
in health planning and strategy 
development. There was a 


MITANIN 
BROGRAMME 


desire to make bold experiments 


especially in community 


participation. Innovative workforce 


development strategies were 
needed to be developed so as 
to close enormous gaps in 
skilled personnel. 


* In sucha context, the state 
government was proactive in 
reaching out to NGOs to seek 
their help. Catalysed by Action 
Aid a dialogue was established 
with a number of NGOs which 
led to the creation of a state 
advisory committee of NGOs, 


and to the creation of partnership 


institution — the latter being 
unique to Chhattisgarh. 


* ActionAid then signed a 
Memorandum of Understanding 


with the government to help put 
together the initial team and evolve 
an institution and then lead it on 


to autonomy, itself withdrawing 
once the institution was able to 


stand on its own feet. This process 


took two years — from 2002 
to 2004. From 2004 the SHRC 
has been functioning as a fully 
autonomous institution. 


* The agenda of the health sector 


reform process which also became 
the mandate of the SHRC was also 


created by this same consultative 
process. This agenda has been 
described in the Mitanin chapter 
of the book. 


What are the significant 
contributions of the SHRC? 


° In Leading the Implementation 
of Programmes: The SHRC 
has been leading the Mitanin 
Programme and the Swasthya 
Panchayat programmes. It has 
played a significant role in shaping 
and supporting the Jeevandeep 
Programme and the programme 
for multi-skilling of doctors and 


health functionaries and in district 


plan development. 


* In Policy Development: The SHRC 


has also contributed significantly to 
the development of the state health 


departments’ human resource 
development policy and the IEC 
strategy and implementation 
framework. Other policy drafts 
prepared by it — which are in 
the process of approval — are 
the state’s Integrated Health and 
Population Policy, the Drug and 
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Supplies Policy, the Policy for Public 
Private partnerships. It is currently 
involved in developing a policy 

for regulation of private clinical 
establishments. 


In Strategy Development: The SHRC 
has contributed significantly to 

the drafting of the Health Sector 
Reform Agenda under the Sector 
Investment Programme and under 
the State Partnership Plan with 

the European Union. It has also 
contributed to the development 
of the Reproductive and Child 
Health Programme and the NRHM 
Programme Implementation Plans. 
It has assisted in the development 
of district plans and this task has 
been completed for all districts. 

By its contributions to policy and 
strategy development the SHRC 
strengthens sovereignty and federal 
basis of health planning. 


In Studies: The SHRC’s studies on 
rationalisation of health services 
and on workforce development 
have defined much of health 

sector reform moves aimed at 
strengthening public health systems. 
Similarly, its studies on the control 
of malaria, on the drug prescription 
patterns, on the cost of health 

care and the pattern of illness in 
rural communities and on birth 
registration — all are significant 
work which has been used to 
shape policies. Its evaluation of the 
Mitanin Programme led to major 
changes in programme strategy. It 
is currently guiding performance 
appraisals of public health facilities. 


In Publications: The government 

of Chhattisgarh has published 

25 books which were authored and 
designed by the SHRC. Twelve of 
these are training/reading material 
for the 60,000 Mitanins of the 
Mitanin programme and three 

of them are guidebooks for 

the trainers and programme 
organisers. Four books relate 

to the promotion of rational 
therapeutics — the essential 

drug list, the standard treatment 
guidelines for paramedicals and 
for medical officers and the state 
drug formulary. Three books are 
training material for multi skilling 
of medical officers for emergency 
obstetrics and anesthesia and 

two books are for multi skilling 
paramedicals. There was also a 
book developed for dai training. 
One stand alone CD based training 
on care in pregnancy and one 
CD back up for IMNCI training 


have also been developed. Other 
than assisting in government 
publications, the SHRC has in its 
own name, published three working 
papers and a distance education 
course material on public 

health management. 


In Change Management: The 
SHRC supports a wide variety 

of changes. It has for example 
assisted in a major expansion in 
sanctioned staff and in sanctioned 
health facilities and in expanding 
budgetary allocations for the 
department. Assistance is 
provided by providing evidence 
and designing presentations to 
support such changes as well as 
in assisting negotiation between 
different stakeholders, using 
evidence as a tool. Thus in 
location of new sub-centres and 
PHCs, analysis using the GIS 
mapping of facilities developed by 
the SHRC played a critical role. 
The SHRC has also been active 

in contributing to workforce 
development and management 
development policies and 
institutional development policies. 
For example, Operationalisation 
of the SIHFW has been allotted 
to the SHRC. However, the most 
important changes that SHRC has 
“to manage” relate to facilitating 
new programmes that call for 

a change in work culture — like 
the Mitanin Programme or the 
Jeevandeep Samities or multi 
skilling programmes or promoting 
rational drug use, etc. 
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We note that there is really no work 
that the SHRC does by itself and in 

all the above work, other partners 
have made significant or even major 
contributions. Also most of the above 
are achievements of the department of 
health and family welfare — the SHRC 
merely acting as assistance. Many other 
agencies like the DANIDA support 
unit, CARE, PFI and UNICEF have also 
made significant contributions. SHRC 
however remains the institutional 
memory and capacity bank of all these 
tasks — long after the other support 
units have left or have had major 
changes of their teams 


Does the SHRC duplicate 
other institutional 
arrangements like SIHFW, 
State Health Society and 
Directorate? 


No, it does not — though in many 
areas these bodies need to act in close 
synergy. The SIHFW’s mandate is in 
capacity development - as defined by 
the state’s training policy — and this 

is an enormous task in itself. Though 
capacity building is a key element of 
health sector reform, the SIHFW is 
seldom the site of development of 
new programme designs, programme 
appraisals or of advocacy to promote 
change. The SHRC on the other hand 
would undertake capacity development 
only where a new programme is being 
developed and needs to be supported. 


The State Health Society has 
a governance function. And a 


Mitanin Programme Publications (in Hindi/Chhattisgarhi): 


Janta ka Swasthya, Janta ke Haath 
(Introductory book on health and Mitanin Programme) 
* Hamara Hak, Hamari Hakikat 

(Introduction to public health services and facilities) 
: ‘Hamare Bachche, Unki Sehat 

(Basics of child health and action) 
* Mitanin Tor Mor Goth 
(Basics of women’s health and action) 


* Chalbo Mitanin Sang - | 
(Local planning for malaria and gastroenteritis) 
* Chalbo Mitanin Sang - 2 
(Control of Chronic Communicable Diseases control T. B. & Leprosy) 
* Mitanin Ke Dawa Peti 
(An introduction to first contact curative care) 
* Kahat Hey Mitanin 
(A pictorial book with key messages that Mitanins can use for local communication) 
* Badbo Aagoo Mitanin Sang | 


(Module on Panchayat Level health Planning Based on Panchayat Level 
Health & Human Development Index) 


* Gram Swasthya Register 
(A tool in pictorial format to facilitate community-based health monitoring) 
* Jadi Buti Le Karein llaj 
(A module for Mitanins on care using AYUSH-based house hold remedies) 
* Sehat-Poshan-Samajik Suraksha 
(A module for Mitanins on food and social security issues) 
* Mitanin Diary 
(A diary for Mitanins to record their work) 
* Prerak Prashikshan Sandarshika 
(For training the facilitators to guide Mitanin selection) 
* Mitanin Prashikshan Pustika 
(A handbook for Mitanin trainers and programme officers) 
Mitanin Nigrani Rananeeti 


(A small booklet on monitoring the Mitanin programme) 
Compendium of Notes for ANMs on Mitanin Programme 


i ahabetah 


, \ he F 
ET Zo Toke welinge i Picci d 4 ae é 


(Tips compiled for ANMs to ensure proper support to Mitanins in various issues) 
_ * Mitanin Prashikshan ke Mukhya Tatwa 


(A questionnaire based on key messages of Mitanin training, to ensure 
proper monitoring) 
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Health/Communication Material: 


Geet Nisha 
(An anthology of health songs) 
* Mitanin Kalajatha 

(A audio/video material on health communication campaign) 


Kahat Hai Mitanin 


(A radio serial of 13 episodes in Chhattisgarhi on health education — 
also other tribal language versions under preparation) 


* Hamar Sampada 


(A radio serial of 13 episodes in Chhattisgarhi on wealth of 
Chhattisgarh produced for Vigyan Prasar, DST, Government of India) 


* Vigyan Aar Manava Jeeva 


(A radio serial in Gondi Tribal Dialect on science and life produced for 
Vigyan Prasar, DST, Government of India) 


* Mitanin-The Friend 


(A documentary film to introduce the Mitanin Programme) 


on time, utilised appropriately and 
accounted for. In practice it looks at 
centrally sponsored schemes with large 
role. Its energy is often consumed in extra-budgetary fund flows. Monitoring 
ensuring that the funds are disbursed is another major role of the SPMU. The 
: SHRC may be asked to look at design of 
systems but it has no role in the rest. 


_ coordination function. It needs a state 
_ programme management unit (SPMU) 
_ which has a distinct implementation 


The role of the Directorate overlaps 
with that of the State Health Society. 
But the Directorate has in addition 
administrative control over the staff 
and financial control over all budgetary 
funds and related programmes. The 
directorate is vested with all authority 
in personnel management and shares its 


ees authority with the State health society 
ASL in decision making on programmes. 
At 
— In contrast the SHRC has no authority, 


t —a— 
ian <a maa nor is it an organ of governance. 
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Its function is purely advisory and 
recommendatory. Its advice has to 

be converted into orders by the 
Directorate or the State Health 
Society to take effect. The focus of 
SHRC work is thus on all those areas 
where there is a reform needed - a 
change in the way of current working. 
The SHRC is thus a driver of health 
sector reform - a change management 
unit. It brings change onto the agenda 
by its contributions to policy and 
strategy development. And once 

a specific new policy or strategy is 
accepted it supports, facilitates and 
champions the process of change. 


For example, the Mitanin Programme is 
managed by the district health societies 
which recruit the staff and conduct the 
training programmes and monitor the 
programme outcomes. The SHRC role 
is in developing the training material, in 
designing the operational guidelines, in 
regular appraisals and evaluations and 
in capacity building for conducting the 
training programmes and developing a 
system of monitoring. 


Or take the example of training for 
short-term life-saving skill training 
in emergency obstetrics. The SHRC 
negotiated with health facilities and 
professional bodies to initiate the 
training, convinced key players in 
the districts and in the Directorate 
of the need for this approach, built 
up evaluation and support systems 
so that the initial poor results of 
this approach were overcome and 
defended against internal cynicism 
and provided personal support to 


the trainees till at least some of them 
started providing emergency obstetric 
services. Though neither in conception 
nor in implementation is it SHRC 
work, the programme is still known 
as an SHRC programme due to the 
role it has played in championing and 
supporting this change. Once this is 
well-established and successful the 
SIHFW may continue this role — but 
for now it is still the SHRC. 


There are many more examples- big 
and small — of the diverse catalyst 
roles that are needed to drive health 
sector reform. Whether it is changing 
prescription practices of doctors 

or procurement practices of the 
administration, whether it is introducing 
new training programmes or ensuring 
that BCC programmes conform to a 
scientific implementation framework, 
change does not happen only on the 
basis of right thinking and capacity 


building. Change requires having to 
contend with existing knowledge and 
mindsets and institutional structures 
and power relationships embedded in 
them - and the SHRC with its partly 
government and partly civil society 
characteristic is suited to play this role. 


“Managing change” requires patience 
and persistence, the ability to withstand 
criticism and sometimes hostility both 
from within as well as from without. 
Change agents need to understand and 
negotiate with different points of view, 
and take various initiatives and risks 
when no one else is ready to do so and 
yet understand that “success” requires 
ownership of the idea and even their 
work by others. No achievement is thus 
only a SHRC achievement, nor should it 
be. It is always shared by all the 

leading stakeholders. 


Potentially a motivated dynamic 
officer leading a state health society or 
directorate could lead such changes 
but these initiatives are easily lost 
when such leadership changes. And 
even such a dynamic leadership needs 
a teams support. What is needed is an 
institutional arrangement which defines 
these change-functions and has a team 
with the perspective, motivation and 
skills to support these changes. Such 
an institution also records the process 
and outcomes of various reform 
measures, in its institutional memory 
and cumulatively acquires the skills 
needed so that health sector reform 
can be a continuous process. The 
SHRC has been developed as such 

an institution and in this sense it is 
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distinct from the SIHFW and the state 


programme management units of the 
State Health Society. 


What is the sustainability 


of a structure like 
the SHRC? 


Both the autonomy and the human 
resource policy of the SHRC are key 
to its sustainability. This autonomy 
and therefore sustainability, needs 

an enlightened government willing to 
build and use an institution at such 


terms. Maintaining such autonomy also 


requires that the SHRC carries out 
some activities — especially studies, 
which may not be on the governments 
list of priorities but which the SHRC 
feels are required for its development 
and for the long-term fulfillment of 

its mandate. Funds for such work 
currently accounts for almost 30% of 
SHRCs core support and are typically 
obtained from other funding agencies. 


To whom is the 
SHRC accountable? 


The SHRC is accountable to the State 
Health Society / government for all the 
tasks assigned to it by the government. 
These are reviewed whenever the 
respective programmes are reviewed 
and during state health society meetings. 
There have been two special governing 
body meetings of the State Health 


Society where a special SHRC review has 


been conducted. In the second meeting 
a detailed external evaluation report on 


— gee Pe 
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e SHRC was also presented by a team 
external evaluators and it was on this 
is that the MoU with the government 
Chhattisgarh was extended for a 
rther three years-from 2005 to 2008. 
ese State Health Society meetings 
e attended by representatives of 
Government of India and of concerned 
development partners. 


rhe SHRC is accountable to its own 
governing body for its contributions 
towards fulfilling and being consistent 
with the Health Sector Reform 

Mandate as defined by its charter and 
for all administrative and HR issues. 


How does one get the human 
resource to govern and to run 
uch institution(s)? 


To ensure that the SHRC had a 
character of an organisation working 
for change, and for reaching health 


care to the poor, the governing 
body was evolved out of a number 
of individuals and organisations 
known to be committed to such 
values, who had a good track 
record of supporting institutional 
development. The NGOs who were 
interested and who participated in 
the formulation of a health sector 
reform strategy were constituted 
into a state advisory committee 
for health sector reform and with 
their support the governing body 
was constituted. The executive 
committee was made of those who 
were part of the full-time team. 


Facing a lack of skilled persons 
available to work in Chhattisgarh 
at such modest pay scales, the 
SHRC followed a policy of 
recruiting persons with the right 
mix of background and motivation 
and building up their capacities 

in house. This in house capacity 
building requires a leadership 
capable of mentoring new entrants. 
Attention to building a democratic, 
non-hierarchal work culture and 
conscious sharing of perspectives 
also helped the emergence of 
SHRC as a dedicated team effort. 
Typically, SHRC faculty turnover 

is low, and the work culture and 
opportunity to learn provides an 
alternative to the high salaries that 
other comparable institutes offer 
and which SHRC itself can ill afford. 


Knowing that this work requires 
experience and expertise on a 
wide number of areas, and it would 
not be possible to hire persons 
with such experience in each of 
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Independent Research/ 
Study Reports: 


* Mitanin Programme: An Internal 
Evaluation Report 


Cost of Health Care in 
Chhattisgarh and Related Issues 


Accelerating Birth Registration 
in Chhattisgarh 


these areas, the SHRC followed a 
policy of ‘contracting-in’ experts to 
work with its team and recorded 
this experience of working 
together in its institutional memory 
so that the expertise available 
locally, increased cumulatively. 


In addition to contracting in experts 
where needed, the SHRC is part 

of many national and international 
health resource networks (usually 
web-based) and is itself actively 
promoting a public health resource 
network. Through such networks 
the SHRC can tap on a pool of 
national and international expertise 
to fulfil its mandate. 


In turn the SHRC is using the 
network strategy to provide 
support to public health 
practitioners in Chhattisgarh and 
neighbouring states and sharing its 
insights and perspectives with 
them in a systematic manner. 
This programme is known as the 
Public Health Resource Network 
(PHRN) programme and it should 
prove useful to develop the 
human resources that state and 
district health resource centres 
would require. 
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State Health Resource Centre Chhattisgarh 
Bijli Office Chowk, Kalibadi 
Raipur, Chhattisgarh - 492001 
Tel: 0771-2236175 Fax: 2236104 
E-mail: shrc.cg@gmail.com 
Web: www.shsrc.org 


